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' ronchial adenoma is one of the most interesting and 

cor roversial lesions involving the bronchial tree. The 
dit’ rence of opinion among observers with regard to 
the -xact nature of this lesion, its relation to broncho- 
ger © carcinoma and its proper method of treatment is 
we known. In order to try to evaluate properly these 
var ous factors we undertook the following study. 
Ou observations are based on a review of data on 
86 onsecutive patients seen at the Mayo Clinic in whom 
the liagnosis of adenoma of the bronchus was estab- 
lis) 1 by microscopic examination of tissue removed 
fro the tumor. No cases were included in which the 
ade oma originated in the trachea. Complete informa- 
tio: was available concerning the course of the adenoma 
in + of the cases. In the remaining 12 cases this 
inf mation was not complete. 
.e group consisted of 45 men and 41 women. Their 
age varied from 15 to 67 years. The average age 
of t e women was 38 years as compared with 42 years 
for ie men. The average duration of symptoms before 
the liagnosis was established was thirty months. It 
wou d be a grave error to assume that a long period in 
whic |i respiratory symptoms are present is a necessary 
prer-quisite in establishing a clinical diagnosis of 
adenoma of the bronchus. Six of the patients under 
consideration were entirely asymptomatic, and 28 had 
sym)toms of less than one year’s duration. The symp- 
toms most frequently mentioned by the patients are 
listed in table 1. 

Roentgenographic examination of the thorax was 
found to be of considerable importance and value in 
the study of the patients with adenoma of the bronchus. 
Sixty-six patients, or 74 per cent, presented roent- 
genographic pulmonary changes of appreciable signifi- 
cance. In 20 instances the roentgenograms of the 
thorax were noninformative. ‘Tomography and bron- 
chography were often found of great value in recog- 
nition of the lesion. 

The great majority of adenomas arise from the pri- 
mary bronchi and consequently can be readily visualized 
on bronchoscopy. Occasionally, as Maier and Fischer ' 
have pointed out, they may originate in a terminal 


From the Division of Medicine (Dr. Moersch) and the Division of 
Surgical Pathology (Dr. McDonald), Mayo Clinic. 
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bronchus and thereby offer greater difficulty in diag- 
nosis. In the present study, 84 of the 86 patients 
underwent bronchoscopic examination, and the adenoma 
was visualized in 78, or 91 per cent, of the cases. 
Biopsy was positive at the time of bronchoscopy in 
75 of the 78 cases. This is a higher incidence of visuali- 
zation than occurs in bronchogenic carcinoma. Ade- 
nomas in the majority of instances orginate from the 
larger bronchi, which can be visualized more ade- 
quately by the bronchoscopist. The best explanation 
for this localization in the larger bronchi is the fact 
that adenomas originate from the mucous glands in 
the wall of the bronchus and there are more mucous 
glands in the large bronchi than in the smaller ones. 
Furthermore, the mucous glands terminate where the 
size of the bronchial lumen is between 1 and 2 mm. 
This is the approximate location at which the cartilage 
disappears in the bronchus. However, bronchogenic 
carcinoma originates from the surface mucosa of a 
bronchus of any size, and it is more frequently seen 
in small bronchi than is adenoma. The locations of the 
adenomas considered in the present study are indicated 
in table 2. 

The pathologic features of adenomas have been well 
described by many authors. It appears to us that two 
morphologic patterns should be included under this 
general group of adenomas. This is justified on the 
basis of the clinical course and general appearance of 
the tumor. In this series, in 77 of the 86 cases (90 
per cent) the lesions were of the carcinoid type and in 
9 cases (10 per cent) of the cylindroma type. 

Grossly, all adenomas tend to polypoid projection 
into the bronchus (fig. 1.4), but the appearance is 
frequently like that of an iceberg, in that a part and 
sometimes only a small part of the tumor is projecting 
into the lumen of the bronchus (fig. 1 B). The remain- 
der is situated in the bronchial wall and in the adjacent 
pulmonary tissue. At times these tumors will become 
exceedingly large, and several of the largest in our 
experience were encapsulated. Infiltration in and 
around the bronchial wall is present in approximately 
90 per cent of bronchial adenomas. The carcinoid 
type (fig. 2.4) tends to have a smaller pedicie than 
does the cylindroma type (fig. 28), in which there 
is frequently a wide base of attachment of the tumor 
to the bronchial wall. 

In the carcinoid type of adenoma several histologic 
patterns are apparent. In one group vascularity of the 
tumor is the most dominant observation. In this par- 
ticular type the cells appear at times even to line the 
blood vessels. This type of adenoma usually is associ- 
ated with a clinical history characterized by hemop- 
tysis. The tumor is red and appears hemorrhagic. 
In other tumors this type of vascularity is less impres- 
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sive. The cells may form solid cords or be grouped in 
alveolar clumps (fig. 3). Acinar formation is seldom 
a prominent feature. 

The cells in the carcinoid type as in the cylindroma 
type are small, round and regular. Mitotic figures are 
seldom seen. The cylindroma type presents two types 


Fig. 1.—Bronchial adenomas. 4, the polypoid endobronchial type. There 
is no infiltration of tumor beyond the cartilage (hematoxylin and eosin 
< 4); B, iceberg-like appearance with infiltration of the bronchial wall 
beyond the cartilage (hematoxylin and eosin xX 3). 


Fig. 2.—-A, Adenoma, carcinoid type, involving a right lower lobe bronchus 
and producing a medium-sized mass in the lung; B, adenoma, carcinoma 
type, of the right lower lobe bronchus. Note the extensive base of attach- 
ment to the bronchial wall. 


of pattern. One is the Swiss-cheese pattern, in which 
the irregular, roundish and oval spaces are formed by 
the cells (fig. 4) ; these spaces are filled with a mucoid 
secretion. The other is the tubular pattern, in which 
simple tubules are formed. In both types of adenoma 


the mucosa is intact over the tumor. This mucosa 
is not necessarily normal stratified ciliated columnar 
epithelium but frequently is changed to flattened 
squamous epithelium. Obviously hemorrhage, when it 
occurs, must result from a break in the mucosa overly- 
ing the tumor, but this rapidly heals over. The intact 
mucosa explains why the cytologic study of sputum 
and bronchial secretions consistently gives negative 
results in these tumors. In differential diagnosis the 
cell type will frequently resemble that seen in broncho- 
genic carcinoma with small or oat-shaped cells. We 
have found that sputum examination is of definite value 
in the differential diagnosis because sputum usually is 
positive for carcinoma cells in the small cell type of 


Taste 1.—Adenoma of the Bronchus: Symptoms in 86 Cases 


Cough 
ysis 


Taste 2.—Adenoma of the Bronchus: Location in 86 
Proved Cases 


Right Side Left Side 
Upper lobe 
Lower lobe 
Lower lobe 
Main 
Both lower and middle 
lobes 


Total 
Situation not stated in 1 case 


Taste 3.—Adenoma of the Bronchus: Results of 
Bronchoscopic Treatment in 36 Cases 


Incomplete follow-up 
Reeurrence of tumor with subsequent operation... 


Tasie 4.—Adenoma of the Bronchus: Results of Surgi: 
Treatment in 51 Cases 


Exploration only 
Living and well 
d 


bronchogenic carcinoma and is consistently negative im 
the adenomas. 

Time and experience have demonstrated that ade- 
nomas of the bronchus can and do metastasize. Five 
patients in our series had definitely proved metastasis. 
In 3 other cases there probably were metastatic lesions, 
but these were not proved microscopically. 


REPORT OF CASES 

Case 1—A man aged 49 (one of the 5 patients who had 
definitely proved metastasis) gave a history of respiratory diff- 
culty of a year’s duration before the diagnosis of adenoma was 
established. He was found to have an adenoma involving the 
right main bronchus. This tumor was removed by endoscopit 
means, and the patient got along well for ten years. Then It 
again experienced pulmonary bleeding, and reexamination dis 
closed a recurrence of the adenoma (fig. 5). A right pnet 
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monectomy was performed, from which he made a satisfactory 
recovery. Examination of the removed lung showed that four 
of the hilar nodes were involved with metastasis from the 
adenoma (fig. 6). The patient returned two years later com- 
plaining of pain in the right lower part of the thorax and the 
upper part of the lumbar portion of the spinal column. He 
also had noticed that there was some enlargement of the abdo- 
men. Examination revealed enlargement of the liver. Roent- 
genograms of the spinal column and pelvis showed osteoplastic 
chanees (fig. 7). Abdominal exploration disclosed a large, 
nodular liver. A specimen removed from one of these nodules 
for biopsy was characteristic of adenocarcinoma of the adenoma 
type (fig. 8). This patient died six months later as a result of 
hep: tic insufficiency. 

Case 2—A man aged 67 had an adenoma involving the 
bron hus of the upper lobe of the left lung (fig. 9). The 
ader ma was removed by endoscopic means. The patient 
rem. ned symptom free for ten months, when pulmonary symp- 
tom. again developed. Bronchoscopic examination revealed that 
the Jenoma of the left upper lobe bronchus had recurred. It 
was iso found that he had an enlarged, nodular liver. The 


Fig. 3.—Adenoma, carcinoid type: Solid cords of round regular cells 
a 


(hematoxylin and eosin X 130). 

bronchial adenoma was again destroyed bronchoscopically. 
After this an exploratory laparotomy confirmed the presence 
of an enlarged, nodular liver. A specimen for biopsy removed 
from one of the nodules disclosed adenocarcinoma of the adenoma 
type. This patient was still living ten months later, but he had 
failed decidedly and was showing definite evidence of hepatic 
msufhiciency. 

Case 3.—A woman aged 34 had an adenoma of the bronchus, 
which had been discovered incidentally during the course of a 
community roentgenologic survey for tuberculosis. She had no 
symptoms referable to the lungs. Bronchoscopic examination 
revealed a lesion involving the left lower lobe, and microscopic 
examination of tissue disclosed a cylindroma type of adenoma. 
The roentgenogram of the thorax revealed, in addition to the 
lesion in the left lower lobe, a nodule in the periphery of the 
left upper lobe (fig. 10). Pneumonectomy was _ performed. 

operative specimen contained an adenoma involving the left 
lower lobe bronchus with a metastatic lesion in the lingular 
division of the upper lobe of the left lung. This patient was 
still living and well at the time of writing. 


In the remaining 2 cases hilar nodes involved by 
Metastasis were found in the operative specimens. 
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There exists a decided difference of opinion. mong 
observers as to the proper method of treating brcnchial 
adenoma. The decision generally rests between removal 
or destruction of the tumor through the bronchoscope 
and surgical eradication by means of lobectomy or 
pneumonectomy. Both methods of treatment have been 


Fig. 4.—Adenoma, carcinoid type: The cells are making spaces filled 
with secretion. There is a resemblance to Swiss cheese (hematoxylin and 
eosin X 130). 


employed in our cases. Thirty-six patients were 
treated by endoscopic means, and the results are indi- 
cated in table 3. The 19 patients who are still living 
after the bronchoscopic removal of the adenoma have 


Fig. 5.—Recurrent adenoma of bronchus. 


been followed one to fourteen years. Thirteen of the 
19 patients have been observed for five to ten years, 
and 4 for more than ten years. One of the 19 patients 
has had a recurrence of the tumor and metastasis to 
the liver. This occurred a year after the original 
removal of the adenoma. The remainder of the patients 
have remained well. 
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Of the 5 patients on whom we have not been able 
to obtain up-to-date information, 2 were observed for 
ten years, 1 for seven years and 2 for less than three 
years; they had presented no evidence of recurrence 
of the adenoma. 


Fig. 6.—Adenoma, carcinoid type, in a lymph node. The smaller 
lymphocytes contrast with the larger tumor cells (hematoxylin and eosin 
x 130) 


Six patients subsequently had recurrence of the ade- 
noma and later required surgical treatment. In 3 cases 
the lesion recurred two years after bronchoscopic 
removal, in 1, eight years after, and in 2, ten years 
after. This experience forcibly emphasizes the impor- 
tance and necessity of repeated bronchoscopic obser- 


Fig. 7.—-Osteoplastic metastasis to the spinal column and pelvis. 


vation of any patient with adenoma who is treated by 
endoscopic means. Six of the patients have died. Five 
of these 6 died within the first year of the onset of 


treatment, and the other died twelve years later. 


Forty-five of the patients were treated primarily 
by means of lobectomy or pneumonectomy, and 6 others 
had operative intervention secondary to previous endo- 
scopic treatment. The results of surgical treatment in 
these 51 cases are shown in table 4. 

The 3 patients who underwent surgical exploration 
were found to have complicating factors that militated 
against extirpation of the lung. Two of these patients 
subsequently died. The other patient was later treated 
endoscopically with destruction of the tumor by means 
of diathermy and implantation of radon seeds into the 
base of the tumor. This patient is still alive and well 
five years after treatment. The 40 patients who are 
living and well after surgical treatment have been 
followed one to twelve years. Thirteen of the 40 have 
been observed longer than five years. Of the 8 patients 
in this group who died, 4 died one to three years aiter 
operation. In the remaining 4 cases the death must 
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Fig. 8.—Adenoma of the bronchus with metastasis to the liver. The 
hepatic cells are shown at the bottom and the tumor cells at the top 
(hematoxylin and eosin X 130). 


be charged to the operation. Pneumonectomy was pef- 
formed in 31 cases, lobectomy in 10 and resection of 
multiple lobes in 7. Of the patients who died as @ 
result of or after surgical treatment, all but 1 had had 
pneumonectomy. 

It is of interest to note that 5 of the 86 patients 
were treated by roentgen therapy alone. These were 
largely patients who were seen during the earlier period 
of our treatment of adenoma. One patient was living 
and apparently well eighteen years later and another 
was still well when last heard from fifteen years after 
treatment. Another patient, although still well fifteen 
years after roentgen therapy, was having further diffi- 
culty. The 2 remaining patients are dead, one dying 
six years after treatment and another two years aftet 
treatment. Although it is generally stated that roentgen 
therapy is of no benefit in the treatment of adenoma 
of the bronchus, the aforementioned results should caus€ 
us to reconsider such an assertion. 

It has been our impression that the cylindroma type 
of adenoma does not respond as well to treatment 4 
does the carcinoid type. Nine of the 86 patients in the 
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present study had lesions of the cylindroma type. Three 
of these were treated endoscopically; 2 died and 1 is 
still living and well at the time of writing. Six were 
treated surgically; of these, 3 subsequently died and 
3 are living and well. Although this group is much 


I 9.—Thorax of a patient with adenoma of a bronchus and metastasis 
to th liver. 


Fig. 10.—Thorax of a patient with cylindroma of a bronchus and pul- 
monary metastasis. 


too small to permit any definite conclusions, results 
would seem to bear out our suspicion that the cylin- 
droma type of adenoma is less amenable to treatment 
than is the carcinoid type. 
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SUMMARY AND CONCLUSION 

Adenoma of the bronchus should be considered a 
carcinoma of a low degree of malignancy that possesses 
the ability to metastasize. In our experience, when 
metastasis occurs to the liver from adenoma of the 
bronchus, the patient undergoes rapid deterioration as 
a result of hepatic insufficiency. Bronchial adenoma 
is a disease that occurs with equal frequency in both 
sexes. The great majority of adenomas occur in the 
larger bronchi, although they may occur in any portion 
of the bronchial tree in which mucous glands are 
present. 


From a pathologic point of view, adenomas may be 
divided into the carcinoid and cylindroma types. Carci- 
noid adenomas are the commoner of the two types. In 
our experience cylindromas as a rule have a wider base 
of attachment and present a more difficult therapeutic 
problem than do adenomas of the carcinoid type. 


Our experience would lead us to believe that in 
suitable selected cases surgical extirpation of the lesion 
is followed by the most satisfactory results. However, 
the type of treatment to be employed must necessarily 
vary, depending on the situation of the lesion, the degree 
of attachment of the lesion to the bronchial wall, the 
age of the patient and the degree of secondary suppura- 
tion. An adenoma which is pedunculated and situated 
in a bronchus from which its removal can readily be 
accomplished is best treated bronchoscopically. Patients 
of advanced years and those whose lesion is situated 
close to the coryna, so that a pneumonectomy would 
have to be performed, are also best treated by broncho- 
scopic means. After bronchoscopic treatment has been 
employed, it is necessary that the patients be subjected 
to repeated bronchoscopic examination because of the 
possibility of recurrence. 


Surgical treatment is advisable in all other cases 
and in cases in which the tumor shows evidence of 
recurrence. 


ABSTRACT OF DISCUSSION 


Dr. Porter P. Vinson, Richmond, Va.: Bronchial adenoma 
is controversial from the standpoint of treatment as well as 
diagnosis. Dr. Moersch did not mention some of the difficulties 
involved in the diagnosis of bronchial adenoma, but from a 
bronchoscopic point of view the two lesions that have been most 
confusing to me have been (1) the polypoid type of carcinoma 
that extrudes from the lumen of a bronchus and resembles an 
adenoma and (2) the erosion of a hilar lymphatic node into the 
lumen of a bronchus. In a protruding carcinoma the diagnosis 
is usually easily established by examination of tissue removed 
at bronchoscopy, but in erosion of a hilar node the diagnosis 
is more difficult. I have not been as successful as Dr. Moersch 
in establishing the diagnosis of adenoma by bronchoscopic 
biopsy, as many of the adenomas that I have observed have 
shown inflammatory change only on microscopic study of the 
tissue. The tissue of nodes eroding into the lumen of the 
bronchus, is also inflammatory, and one is uncertain whether 
one is dealing with a lymphatic node or an adenoma. Most of 
the adenomas that I have seen in recent years have been confined 
entirely to the lumen of the bronchus and have not extended 
through the bronchial wall, and I have been disturbed when it 
has been necessary to remove one or more lobes of the lung to 
eradicate such a growth. Obstruction in the lumen of the 
bronchus results in infection distal to the tumor, and lobectomy 
becomes impossible because of adhesions resulting from sec- 
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ondary intlammatory changes. Total removal of the lung may 
be required if resection is attempted, and when a small intra- 
bronchial tumor is responsible for the entire process pneu- 
monectomy seems unjustifiably destructive. I believe that 
moderate infection distal to the tumor is not justification for 
removing portions of the lung. After the removal of an obstruc- 
tion, such as a foreign body, the lung has extraordinary repara- 
tive power, and in many patients the infection may disappear 
completely. I would like to ask Dr. Moersch whether he has 
found any tiny adenomas in the depths of the bronchus that 
might prove confusing in the diagnosis and treatment of so-called 
bronchial erosion with bleeding. 

Dr. AtFrep GotpMAN, Beverly Hills, Calif.: There is much 
in this paper in favor of, and I am in favor of, a more active 
surgical approach to the treatment of bronchial adenoma. Nine- 
teen patients have been operated on for bronchial adenoma, 9 
since I left the University of California; in these 19, lobec- 
tomy or pneumonectomy was perfarmed with 1 death, the 
first patient to undergo operation, giving a mortality of 5.8 per 
cent. The remainder of these patients are living and well, and 
all of the last 9 are able to work. The importance of what Dr. 
Vinson mentioned cannot be overlooked, that this is a slow- 
growing tumor, locally invasive, seldom metastasizing and sel- 
dom becoming widespread in its malignant nature. Occasionally 
it may be wise to perform local excision transpleurally through 
bronchotomy. Transpleural bronchotomy has been done in 3 
instances. One girl aged 17 had a left stem bronchotomy and 
has recovered, with no evidence in the plain roentgenogram of 
any residual opacities. She has a good functioning left lung. 
The second patient, with a tumor in the left stem bronchus, 
had a left lower lobectomy with extension of the excision to 
include the tumor in the left stem bronchus, thus saving the 
upper lobe of the left lung. She has been well for three years 
and is now working as a telephone operator. In the third case 
in which this was attempted it was impossible to remove the 
tumor by local excision because the tumor had surrounded and 
obstructed the left upper lobe bronchus, so a pneumonectomy 
was performed. 

Dr. Herman J. Moerscn, Rochester, Minn.: In answer to 
Dr. Vinson’s question regarding difficulty in the diagnosis of 
some extremely small adenomas, we, too, have difficulty with 
such lesions. Often the correct diagnosis depends on the 
pathologist. Without his help I am sure the problem would 
be much more difficult. I believe that bronchotomy offers 
definite possibilities in dealing with small lesions. The word 
benign, as far as adenoma of the bronchus is concerned, is 
misleading and should be discarded. The lesion is not benign; 
it is a malignant tumor. Frequently a patient with adenoma 
of the bronchus is allowed to go untreated for too long simply 
because the lesion has been called benign, and it is not realized 
that adenoma can and does metastasize with serious conse- 
quences. Dr. Goldman has emphasized that a patient with 
adenoma of the bronchus who is treated bronchoscopically must 
be checked repeatedly, because the lesions do have a tendency 
toward recurrence. This is exemplified by the 2 cases men- 
tioned in my paper, in which recurrence of the adenoma took 
place ten years after original removal. 


Character of the Physician.—The prime object of the 
medical profession is to render service to humanity; reward or 
financial gain is a subordinate consideration. Whoever chooses 
this profession assumes the obligation to conduct himself in 
accord with its ideals. A physician should be “an upright man, 
instructed in the art of healing.” He must keep himself pure 
in character and be diligent and conscientious in caring for the 
sick. As was said by Hippocrates, “He should also be modest, 
sober, patient, prompt to do his whole duty without anxiety; 
pious without going so far as superstition, conducting himself 
with propriety in his profession and in all the actions of his 
life."—Section I, Chapter I of the Principles of Medical Ethics 
of the American Medical Association. 


A. M. A. 
eb. 4, 1950 


ANEURYSM OF THE INTRACRANIAL 
CAROTID ARTERY 


Syndrome of Frontal Headache with Oculomotor Nerve Paralysis 


RUDOLPH JAEGER, M.D. 
Philadelphia 


It is proposed to critically analyze 31 consecutive 
cases of aneurysm of the intracranial carotid artery, the 
chief features of which were oculomotor paralysis or 
paresis associated with frontal or orbital head pains, 
and to show that these combined symptoms are suf- 
ficient to permit a presumptive diagnosis of aneurysm 
of the intracranial carotid artery. Of the 31 cases with 
this clinical diagnosis, based primarily on these two 
symptoms, all were proved either by arteriography or 
operative exposure and many of them by both. Surgi- 
cal therapy and operative results in 26 of the patients 
will be discussed. 

This closely related combination of symptoms has 
been recognized and discussed by many observers, 
particularly in relation to underlying pathologic states 
that might give rise to them. Thus aneurysms o/ the 
intracranial carotid, as well as the relationship of 
anomalous vessel arrangements to the basal cronial 
nerves, have been thoroughly studied. A close ana/ysis 
of both the pathologic state of the basal arteries anc the 
normal and abnormal positions of the second, t!ird, 
fourth, fifth and sixth cranial nerves has led a nun iber 
of writers to comment on the analogy between the 
etiologic basis and symptoms of aneurysm of the 
intracranial carotid artery, ophthalmic migraine and 
migraine. Perhaps no one has more clearly de ined 
the basic factors in this syndrome than Brar well 
(1933), who made the following pertinent statement: 
“It is here suggested, and evidence is advance! in 
support of the suggestion, that recurrent and periodic 
ocular paralysis and ophthalmoplegic migraine are |)rob- 
ably always, or almost always, syndromes of vascular 
origin ; that the ocular paralysis is due to pressure upon 
the nerve either (a) by a leaking aneurysm or (/)) by 
an aneurysm which is still intact, or an artery which has 
an abnormal relationship to the nerve; and that, in the 
latter case, symptoms result when the aneurysm or the 
artery which lies in contact with the nerve is tempo- 
rarily distended as a consequence of vasomotor changes 
such as accompany an attack of migraine.” Bramwell 
also made an important contribution to the topic here 
under discussion when he described the clinical features 
of “A Case of Leaking Aneurysm of the Circle of 
Willis, and Two Cases of Recurrent Oculomotor Paral- 
ysis: A Clinical Comparison” (1931 ).* 

Sunderland (1948)* recently has given an excellent 
anatomic review of the vascular arrangement at the base 
of the brain and its relationship to the cranial nerves, 
which emphasizes the close contact between these struc- 
tures. From such a study it is easy to understand the 
reactions in the nerves which are possible from phiysio- 
logic and pathologic changes in the vessels. 


- From the Departments of Neurosurgery of Wills (Eye) and Jefferson 
ospitals. 

Read before the Section on Ophthalmology at the Winey Sight Annual! 
Session of the American Medical Association, Atlantic City, J., June 

49. 

1. Bramwell, E.: The Etiology of Recurrent Ocular Paralysis (Inclaé 
ing Periodic Ocular Paralysis and Ophthalmoplegic Migraine), Edinburgh 
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2. Bramwell, E.: A Case of Leaking Aneurysm of the Circle of Willis 
and Two Cases of Recurrent Oculomotor Paralysis: A Clinical Comparison. 
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3. Sunderland, S.: Neurovascular Relations and Anomalies at tt 
Base of the Brain, J. Neurol. Neurosurg. & Psychiat. 11: 243, 1948. 
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Aneurysms of the intracranial portion of the carotid 
artery have been recognized, diagnosed preoperatively 
and proved by craniotomy exposure in a few sporadic 
instances, and a detailed analysis of a group of these 
lesions may be found in Dandy’s* classic monograph 
on this subject, in which he reported 18 “cures” (66 
per cent) in a total of 27 aneurysms of the intracranial 
carotid artery. 

ttempts to apply direct obliterative methods to 
aneurysms of the intracranial carotid artery by a crani- 
otomy approach have been scantily reported in the 
literature. The first successful attempt apparently 
wa. made by Dott,’ who in 1933 applied a muscle 
pat h to a ruptured 3 mm. aneurysm “at the bifur- 
cat on” apparently of the carotid into the anterior and 
mi: lle cerebral arteries. This patient recovered and 
mi, it well be recorded as an instance of cure if the 
mu cle patch formed a sufficiently strong scar to prevent 
fur ver rupture. I can find no follow-up on this case. 

1e second case, and probably the first in which a 
de: ite cure was established by complete obliteration of 
the ineurysm by clipping of its neck, was reported by 
Da ly in 1937.° His report of this case is classic and 
cle ly covers all the criteria for establishing a priority 
ior uring an intracranial carotid aneurysm by a specific 
sur ical measure. 

IcKenzie (1938) * in a brief line relative to a dis- 

on of German’s paper on “Intracranial Aneurysms” 

d that he had removed a carotid aneurysm by 

ling the carotid artery. The method he used is not 

rded. The patient recovered. Fincher (1939) * 

have cured an aneurysm of the intracranial carotid 

y by clipping that artery intracranially and ligat- 

‘t in the neck. His description of the incident as 

rded is so confusing that one can come to no 

usion as to exactly what was found or done. The 

ort states, “Exposure of the carotid artery just 

ben ath the right optic nerve permitted identification of 

the anterior communicating artery, and two silver 

clip. were placed anterior to this communicating vessel.” 

[t i. probable that the stenographic recordings were 
prinied in error. 

Voss (1941) * opened and removed an organized 
clot 'rom a large carotid aneurysm by craniotomy with- 
out doing anything specific to cure the lesion. The 
patient lived but could not have been cured. A similar 
case was reported by Klemme and Woolsey (1942).*° 
They apparently believed that the aneurysm in their 
case was from the anterior cerebral artery, but the 
account given makes it appear likely that it came from 
the carotid artery. An attempt was made to cure the 
patient by filling the aneurysm with muscle. 

Woodhall and Lowenbach (1943)* reported 3 aneur- 
ysms of the intracranial carotid artery treated by intra- 
cranial ligation with 1 death. Matson and Woodhall 
(1948) ** also report a fourth patient with a peduncu- 


4. Dandy, W. E.: Intracranial Aneurysms, Ithaca, N. Y., Comstock 
ishing Co., Inc., 1944. 
_ 5. Dott, N. M.: Intracranial Aneurysms: Cerebral Arterio-Radiography; 
Surgical Treatment, Edinburgh M. J. 40: 219, 1933. 
6. Dandy, W. E.: Intracranial Aneurysm of Intracranial Carotid 
Cured by Operation, Ann. Surg. 107: 655, 1938. 
7. McKenzie: Intracranial Aneurysm: A Surgical Problem, in Pro- 
ceedings of Cushing Society, Zentralbl. f. Neuro-chir. 3: 352, 1938. 
8. Fincher, E. F.: An Aneurysm of the Intracranial Carotid Artery 
Tasted 4 Surgicall Yale J. Biol. & Med. 11: 423, 1938-1939. 
Goccntion Intracranial Aneurysm of the Internal Carotid, 
“ay f. Chir. @8: 1330, 1941. 
10. Kiemme, R., and Woolsey, R. D.: Suprasellar Aneurysm: Case with 
ery, Arch. Neurol. & Psychiat. 47: 662 (April) 1942. 
ll. Woodhall, B., and Lowenbach, H.: Congenital Cerebral Aneurysms 
by Electroencephalography, South. M. J. 580 (Aug.) 1943. 
12. Matson, D. D., and Woodhall, B.: Intracranial and Cervical Trap 
of the Carotid Artery Complicated by Blindness of the Homo- 
Pi Eye, J. Neurosurg. 5: 567, 1948. 
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lated aneurysm off the carotid (as shown definitely 
by arteriogram) in whom, after neck ligation of the 
internal carotid, exploration by craniotomy was per- 
formed. “The aneurysmal sac was seen lying against 
the floor of the skull lateral to and behind the posterior 
clinoid, but the point of origin from the vascular tree 
could not be exposed. The bifurcation of the internal 
carotid into the anterior and middle cerebral arteries 
was visualized and a silver clip placed on the carotid 
artery just proximal to this bifurcation.” The patient 
lived and apparently had no serious complications except 
for a blindness on the operated side, in spite of the 
fact that the clip was placed on the carotid beyond the 
posterior communicating artery. 

Greenwood (1944)'* reported a cure by coagulating 
the internal carotid artery and aneurysm at the first 
part of the intradural carotid. Carmody (1946) “ 
twice exposed an aneursym at the posterior communi- 
cating artery arising from the carotid. He tapped it 
with a needle the first time and resected the frontal lobe 
from over it the second time. Nothing specific was 
done to cure it, and the patient died ten days after 
the last operation. 

Martin 1946)** reported 2 patients with intra- 
cranial aneurysms who were treated by carotid ligations 
in the neck and ligations of the aneurysms themselves 
without any clear description of what was found. Both 
patients apparently lived. Feld and deSéze (1947) * 
reported clipping the neck of an aneurysm of the first 
part of the intracranial carotid artery with recovery. 

Palma (1947) ** exposed an aneurysm of the intra- 
cranial artery and ligated it. The exact type of pro- 
cedure is not clear, but it appears likely that the patient 
was cured. Dickman, Zimman and Zelasco (1947) ** 
ligated the carotid artery in the neck and intracranially 
to trap an aneurysm probably of the cavernous sinus, 
although there is no account of their actually seeing the 
lesion. 


Undoubtedly others have reported cases of direct 
surgical attack on intracranial carotid aneurysms, which 
I may have overlooked on reviewing the literature, and 
many more patients have been successfully treated by 
open exposure. Enough sporadic reports are available 
at present to establish and consolidate general principles 
for the treatment of intracranial aneurysms. A com- 
plete, safe cure of each patient seems to be the goal to 
be sought at the present time; but it must be remem- 
bered that certain patients for various reasons must 
receive only palliative treatment. The possibilities and 
wisdom of a direct surgical approach to all intra- 
cranial aneurysms for specific curative therapy obviously 
demands emphasis. 

Ocular signs and headache are common and varied 
in all cases of intracranial aneurysm, but they are 
particularly constant observations in those lesions affect- 
ing that part of the carotid artery which is inside the 
skull before it branches into the middle and anterior 
cerebral arteries. Also involved at this part of the 


13. Greenwood, J.: The Surgery of Intracranial Aneurysms, Texas 
State J. Med. 40: 423, 1944. 

14. Carmody, T. B.: Aneurysm of the Internal Carotid Associated with 
Hypothalamic Fits, J. Neurosurg. 3:81, 1946. 

15. Martin, J.: Intracranial Aneurysm, Bull. School Med. Northwestern 
Univ. 20: 265, 1946. 

16. deSéze, S., and Feld, M.: Diagnostic d’un minime aneurisme intra- 
cranien congénital par la clinique et l'artériographic, Bull. et mém. Soc. 
méd. d’ hép. de Paris 63: 99, 1947. 

17. Palma, E. E.: Intracranial Aneurysm of the Internal Carotid Arte 
in Willis’ Polygonal pape Dandy Operation; Recovery, Bol. Soc. cir. vf 
Uruguay 18¢ 571, 7. 

18. Dic G. i. Zimman, L., and Zelasco, A. M.: Intracranial 
Aneurysm of t Internal Carotid, Chirurgia, 1: 44, 1947. 
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carotid artery are the two rather constant, short, 
anterior choroidal and posterior communicating arteries. 
Within an anatomic radius of about 1 inch (2.54 cm.) 
around this part of the carotid artery lie the optic, oculo- 
motor, trochlear, abducens and trigeminal nerves; any 
one, or all, of which may be involved in these lesions at 
times. The oculomotor nerve, being more closely in 
contiguity to the carotid artery obviously should be, and 
is, the most commonly damaged of these nerves by 
aneurysm arising from it. Hence, the early oculomotor 
palsy seen with these lesions. 

This same anatomic location is abundantly supplied 
with pain sensation by tiny branches from the ophthal- 
mic division of the fifth cranial nerve. Any pressure 
or localized irritation in this region causes pain to be 
projected to the eye socket and forehead and often along 
the side of the nose and inner canthus, since these are 
the well known peripheral areas supplied by the upper 
trigeminal branch. One can readily demonstrate this 
at operations uncovering this region by simply touching 
the area with a forcep or probe. An excruciating, 


lancinating pain is felt in the aforementioned regions. 
Thus, one has the obvious reason for the common symp- 
toms of paralysis of the third nerve with eye and uni- 


Fig. 1.—A, turning out of eyeball and enlarged pupil in a typical 
oculomotor paralysis caused by aneurysm of the intracranial carotid artery; 
B, the upper lid droops so as to completely close the eye. 


lateral forehead pain, which are so common in this 
lesion. Exceptions to these combined symptoms occur. 
Three patients of the group considered herein had no 
unilateral frontal pain, and a like number had no oculo- 
motor paralysis. 

Many other symptoms may be associated with this 
lesion when it becomes large or presses in some 
particular direction, or when actual rupture of the 
‘aneurysm takes place. When there is bleeding into the 
ubarachnoid space, all the classic symptoms of spon- 
taneous subarachnoid hemorrhage may occur, with 
ts meningismus, mental confusion (even to profound, 
ong-continued stupor) and generalized, atrocious head- 
che. Sixteen patients had generalized headaches in 
addition to acute periorbital pain. Five had meningis- 
mus, and these commonly showed evidence of blood in 
the spinal fluid. Six had mental confusion, and 1 was 
completely comatose for several days. Vomiting occurred 
in 11 cases, usually as an early symptom. Four patients 
had frankly bloody spinal fluid. Two patients had 
contralateral hemiparesis; one from direct pressure of 
a circumscribed blood clot against a peduncle, the other 
from a huge hematoma of the frontal lobe. 


The duration of symptoms when I first saw these 
patients extended from five days to five years. It is 
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certain that most aneurysms cause sudden death, and 
the percentage that reaches the neurosurgeon repre- 
sents only a small fraction of the persons suffering from 
intracranial aneurysms of the many cerebral arteries. 
Only a well trained observer can locate these small 
lesions even at necropsy, as they are usually missed 
in the huge clot surrounding the tiny, thin-walled 
sacculation. 
OCULAR SIGNS 

Involvement of the oculomotor nerve is almost a 
constant feature of aneurysms of the intracranial carotid 
artery and will be absent presumably only in those of 
tiny size, fusiform in type, or those far out near the 
carotid fork away from the nerve. Typically, the upper 
lid is ptosed and covers the pupil so as to obscure 
vision ; the eye turns outward, and the pupil is dilated 
and does not react to light or convergence or conse: su- 
ally (fig. 1). There are many variations in this picture, 
depending on the degree of involvement. A _ sii 
ptosis of the upper lid, with only an appreciable di! 
tion of the pupil, is the minimum sign of its dysfunc’ 
Occasionally the pupil on the involved side wi! 
smaller. Extraocular paralysis may occasionally o 
prior to frontal pain, but more often it develops 
after several days or weeks of periorbital pain. 
paralysis may come and go periodically, usually la 
many weeks, then leaving for a period of weel 
months to recur. Sometimes the episodic type of pa 
sis suggests multiple sclerosis or perhaps mayast! 
gravis. 

An associated involvement of the fourth and 
cranial nerves is frequently found. More ofte: 
fourth nerve is implicated, because it lies closer t 
carotid artery than the sixth. Seldom are eith: 
these nerves involved alone, although blood in 
cerebrospinal fluid in leaking aneurysms may frequ:' 
cause paralysis of the sixth nerve, even thoug! 
aneurysm may be some distance from this nerve. 
three extraocular nerves were involved only on 
this series. 

Papilledema occurred in 3 patients—twice on the side 
of the lesion and once in the eye opposite to it. This 
was probably caused by direct irritation of the tissues 
about the optic nerve from blood clot rather than irom 
intracranial pressure, since intracranial pressure was 
found elevated in only 1 patient, who had a huge hema- 
toma of the frontal lobe which also surrounded the optic 
nerve. 

Unilateral optic atrophy in some degree, with visual 
loss, occurred in 5 patients, and 1 was almost completely 
blind in the involved eye from direct pressure of a fusi- 
form carotid aneurysm. The same patient had papil- 
ledema of the opposite eye from a second fusiform 
aneurysm on that side. 


Miscellaneous additional ocular signs were homony- 
mous hemianopsia from a large clot on the optic tract 
back of the chiasm, exophthalmos (1 case), where the 
aneurysm extended into the orbit along the ophthalmic 
artery, and the complaint of spots in front of the eyes 
(1 case). The cranial nerves, other than the second, 
third, fourth and sixth, were singularly free from 
involvement in these cases. Those patients showing 
symptoms of aneurysm inside the cavernous sinus with 
definite objective signs of pressure against the trigem- 
nal nerve components, which have been so classically dis- 
cussed by Jefferson,’ are not included in this study, 


19. Jefferson, G.: On the Sacular Aneurysms of the Internal Carotid 
Artery in the Cavernous Sinus, Brit. J. Surg. 26: 267, 1938. 
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nor is a group of fistulous aneurysms of this same loca- 
tion, for the reason that the two types should be 
separately classified clinically from those under discus- 
sion here. 

AGE, SEX AND PATHOLOGIC STATE 

Age ranged from 19 to 70 years, with 1 patient in the 
second decade, 2 in the third, 6 in the fourth, 4 in 
the fifth, 6 in the sixth, 10 in the seventh and 2 in the 
seventieth year. Arteriosclerosis undoubtedly plays a 
prominent part in the causation of carotid aneurysm, 
but there is indisputable evidence that many are con- 
g-nital while others are mycotic. One patient had had 
recurring attacks of rheumatic fever for many years. 
S -philis, although it was present in 2 cases, plays an 
u important part in causing these lesions. 

lhe overwhelming predominance of females in this 
s ies is exceedingly interesting, there being only 4 
nm les to 27 females. This suggests that, although the 
n le may predominate in having cardiovascular disease, 
t! female is more likely to have aneurysms of the 
c. otid artery. I have no theory as to the reason for this 
p uliar fact, and it may be that a comparable group 
o: cases in the future will not bear out the present 
o| ervations. 

‘he aneurysms were of either the fusiform or pedun- 
ci ited types. Those with an arterial stem were usually 
o! the “berry” type, from 5 mm. to 3 cm. in diameter, 
a: it was often possible to cure the lesion by placing 
a etal clip on this entering vessel. Almost invariably 
th -e were clots and dense adhesions around the aneu- 
ry non the part farthest from its base of attachment 
w! ‘re rupture had taken place. It appears that every 
pa ent had had a rupture of the aneurysm to some 
de ree, with bleeding and blood clot formation in the 
te. and around it, synchronous with the onset of the 
fro ital headache. Staining of the subarachnoid and 
sullural space with blood pigment was an almost 
constant observation in the cases in which craniotomy 
wa. performed, and subdural hematomas were found 
in 2 patients. There were 17 right-sided aneurysms, 
13 left-sided ones and 1 instance of bilateral fusiform 
lesions. One aneurysm was in the carotid canal, 20 
were on the intradural carotid, 8 were of the posterior 
conimunicating artery, 1 at the carotid fork and 1 of 
the intradural carotid ; this last aneurysm also involved 
the ophthalmic artery. 


The large number of aneurysms found on the pos- 
terior communicating artery deserves special comment 
and perhaps criticism. It must be realized, and those 
with surgical experience will fully appreciate, that wide- 
open exposure of the area at the time of operation, 
such as is possible at necropsy, is impossible. Accuracy 
of observation increases rapidly with experience, and, 
since the cases in which I have performed operations 
in this location have been fairly numerous, I believe 
that these figures are reasonably correct. However, 
many pedunculated aneurysms come off the carotid 
artery near the posterior communicating branch, and 
the pedicle itself may be so elongated as to closely 
resemble and be mistaken for the posterior communicat- 
ing artery. This is clearly shown in the drawing of 
patient A. C. (fig. 2), in whom the pedicle was 
extremely long and its closure by a clip was no problem. 
Elongation of the neck of the aneurysm is common in 
this location. A second error is occasioned by the 
aneurysm arising immediately alongside the posterior 
communicating vessel and obscuring it from view. One 
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might be reasonably certain at operation that the aneu- 
rysm is on the posterior communicating artery, but 
necropsy studies have revealed that the aneurysm may 
come off the carotid artery so close to the carotid as to 
defy detection of its actual origin except by painstaking 
study with dissecting lenses. One might readily effect 
a cure by placing a clip across the aneurysm neck, 
which could easily include the posterior communicating 
vessel, provided the carotid itself is not ligated. Ligation 
of both the posterior communicating and carotid arteries 
is extremely hazardous, for it is seldom that the anterior 
communicating artery alone will carry enough blood to 
adequately nourish the brain supplied by the anterior 
and middle cerebral arteries. 

Since the aneurysms of the posterior communicating 
artery lie in precisely the same location, have the same 
pathologic appearance and cause the same symptoms as 
those coming off the carotid, they were included in 
this group as carotid aneurysms. Their differentiation 
is necessary only when one is applying surgical therapy 
—then the exact origin of the aneursym is extremely 
important. 


Operative 
approach 


Fig. 2.—This drawing shows the relationship of an aneurysm and its 
neck to the carotid, posterior communicating artery and oculomotor nerve. 
Relatively commonly the aneurysm will have become adherent to the 
tentorium, as shown here. 


ROENTGENOGRAPHIC DIAGNOSIS 


Plain roentgenography is of little value in the recog- 
nition of aneurysms, except those of the carotid canal, 
which may erode the base of the skull or enlarge the 
sphenoid fissure. Seldom are they calcified and less 
frequently do they distort the sella turcica. 

The injection of a contrast medium into the internal 
carotid artery will usually, but not always, show the 
location and type of this lesion, if done with a precision 
technic (fig. 3). This information is extremely impor- 
tant when one plans an attack by surgical means, 
since the successful outcome of the operation frequently 
depends on the surgeon’s intimate knowledge of the 
size, shape and location of the lesion. Of particular 
importance is its extradural or intradural location and 
the relation of its stem vessel to the posterior communi- 
cating, middle and anterior cerebral arteries. All but 
4 patients in this series had arteriograms, and in these 
the aneurysms were proved by operation. Occasionally 
arteriography, for some reason or other, will not demon- 
strate an aneurysm. This must not deter the surgeon 
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from operative intervention when the clinical observa- 
tions clearly indicate an operable lesion. There are 
2 such cases in this group. 


TREATMENT 

\ll 31 of the cases here reported were studied in 
detail for the express purpose of treating the patients 
surgically in order to obtain a permanent cure. This 
curative approach to the problem of intracranial aneu- 
rysm seemed to be the only logical one, since surgical 
treatment offered the only chance of relief from a 
sickening headache and, through direct exposure by 
craniotomy, also offered a specific method for possibly 
permanent eradication of the lesion. Compromises to 
this ideal in treatment had to be made for various 
reasons. One patient was so ill that no type of surgical 
operation was permissible, and death occurred while 


Fig. 3.—-Injection of the internal carotid artery with colloidal thorium 
dioxide shows a pedunculate aneurysm coming off the intracranial carotid 
artery in supraclinoid location. One can see how such an aneurysm can 
be cured by clipping its neck. 


the patient was still in the hospital; of 4 others who 
were not treated, 2 refused to undergo operation and 
1 was obviously too sick from cardiac disease to 
permit any kind of surgical therapy and was sent home 
to be continued on heavy sedation. Six feeble patients 
were treated by simple ligation of the internal carotid 
artery in the neck; of these, 2 had to have the ligature 
removed later because of a hemiparesis due to cerebral 
ischemia. 

Twenty patients were treated by craniotomy and 
direct attack of the lesion by open exposure. Prior 
to operative intervention, every patient had a tempo- 
rary digital occlusion of the internal carotid artery 
in the neck for several periods of fifteen minutes each 
to test the patient’s probable tolerance to complete 
ligation of this vessel should it become necessary. At 
operation three maneuvers were employed: (1) liga- 
tion of the neck of the aneurysm (8 cases); (2) liga- 


tion of the carotid artery on either side of the aneurysm 
(8 cases), and (3) covering of the aneurysm with a 
thin layer of cotton so as to form a new fibrotic 
covering to reinforce its wall (2 cases). In addition, 
a palliative operation was performed on 1 patient, in 
whom direct treatment seemed unwise, to control pain 
by cutting the sensory root of the fifth nerve. In 
another patient there was a fusiform dilatation and 
elongation of the carotid artery which was causing 
blindness by pressure against the optic nerve. The roof 
of the optic canal was removed to save vision in the 
eye, because the other eye was blind as the result of 
a sclerosis of the retinal vessels. 

In view of the terrifically high mortality from rupture 
of these aneurysms it is imperative that these cases, 
from the very start, be considered surgical emergencies. 
Arteriography should be performed immediately, and 
appropriate surgical therapy should be applied as soon 
as the patient is a satisfactory surgical risk. Secondary 
rupture one to three weeks after the initial hemorrhage 
is common and usually fatal. To avoid this carly 
recurrence and later rupture, operative treatment must 
be instituted as soon as the lesion is recognized. 


RESULTS OF TREATMENT 

In all 31 consecutive cases treatment was given in 
the past six years; in the most recent case treatinent 
was given seven months before the time of wr ‘ing. 
In the direct attack (craniotomy) group of 20 pa’ ents 
5 died, an operative mortality of 25 per cent. One 
patient died as the result of the clip being place! on 
the carotid artery beyond the posterior communic -ting 
artery. Another died from inadequate cerebral | lood 
flow when the internal carotid artery was clippe.. A 
third patient died because of inadequate blood flow 
through the opposite carotid artery. At necrop. \ its 
lumen was found almost closed with a thrombus. A 
dislodged embolus from the puncture wound «i an 
iodopyracet injection of the common carotid artery 
caused a fourth death. In this instance arteriog: aphy 
had been performed five days before a simple intra- 
cranial clipping of the aneurysmal pedicle. At the time 
of the craniotomy the internal carotid in the neck was 
exposed for the purpose of surrounding it with a con- 
trolling tape should difficult hemorrhage occur {rom 
the aneursym. An immediate hemiplegia occurred, and 
death ensued in three days. This fatality emphasizes 
the absolute necessity for avoiding any manipulation 
of a carotid artery which has had its intima injured 
until a firm cicatrix has formed at the site of the needle 
puncture. A fifth death was due to a thrombus forming 
from the injured intima of a sclerosed carotid artery 
at the point where a clip was closed on it. All of the 
deaths, with greater experience and skill, could theo- 
retically have been avoided. Not one patient died as 
the result of operative shock or uncontrollable hemor- 
rhage. No patients have died since their discharge 
from the hospital. 

It is perhaps too soon to speak of cures in this 
group of cases, because fatalities from these lesions may 
not occur for many years, but at least one may draw 
certain definite conclusions from postoperative obsef- 
vations. The unilateral frontal headache was cured in 
all patients ; since this is the symptom with which most 
of the patients were concerned, its relief was extremely 
gratifying. Mental symptoms have completely dis 
appeared. The patients have become healthy-appearing. 
comfortable persons. 
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Of interest is the recovery of function of the third, 
fourth and sixth nerves following operation. How- 
ever, this must be considered definitely of secondary 
importance to the relief of headache and to the patient's 
improved general health and comfortable future exist- 
ence. Occasionally one or more of these nerves have 
been irreparably ruined by the lesion when, at oper- 
ation, it was necessary to cut the nerve to cure the 
aneurysm. Even the optic nerve may have to be 
sacrificed in certain instances to completely cure an 
aneurysm or tumor near it. This was not necessary 
in this group of cases. In recent cases of incom- 
plete, pure third nerve paralysis, regeneration of this 
nerve after ligating the stem of an aneurysm lying 
against it has been extremely rapid. In a single week 
the paralysis may almost completely clear up. Nerves 
more seriously withered by pressure may gradually 
improve during a year’s time and still recover com- 
pltely. A third nerve which at operation appears to 
be shrunken and hopelessly damaged may completely 
re-over its function. In its power of regeneration the 
th rd cranial nerve is perhaps the most remarkable of 
al the cranial nerves. The fourth and sixth nerves 
he e apparently regenerated as readily as the third; it 
is probable that they are less seriously damaged than 
th third. 

Jnfortunately it is not possible in this short article, 
nc« is it the intent, to consider the numerous functional 
di urbances to the cranial nerves by aneurysms of 
th internal carotid artery and the reactions and 
re overy of these nerves following operative treatment. 
T! :s aspect alone would require a voluminous report 
of any accuracy or value. 


SUMMARY AND CONCLUSIONS 


hirty-one consecutive cases of aneurysm of the 
mt: acranial carotid artery with the common symptoms 
of unilateral, orbital and frontal headache and/or 
involvement of the third cranial nerve have been ana- 
lyz.d in sufficient detail to point out the general pattern 
of these two symptoms. Other commonly associated 
observations, such as generalized headache, meningis- 
mus, mental disturbances, involvement of the other 
cranial nerves, and particularly of the fourth and sixth, 


are emphasized. The value of radiographic study after 


injection of a contrast medium in permitting a precise 
diagnosis and disclosing the shape, size and possibility 
for a reasonably safe surgical cure of the aneurysm 
would appear to be considerable from this series. 

Five patients died (25 per cent) after a craniotomy 
approach made in an attempt to specifically treat the 
aneurysms. This would not appear to be a prohibitive 
mortality in view of the probable serious outcome of 
these cases if the patients were untreated and in light 
of limited past experiences to guide the surgeon in 
this relatively newly recognized group of surgical 
lesions. 

The following conclusions are to be drawn from this 
report: first, all persons of adult age with a persistent 
frontal or orbital pain or ache, associated with a third 
nerve paresis or paralysis, should be suspected of having 
an aneurysm of the intracranial carotid artery. With 
these symptoms, arteriography is indicated in every 
imstance to confirm the diagnosis and to determine the 
teasibility for direct surgical treatment. Second, most 
of these patients can be relieved or cured by specific 
surgical procedures without great or unnecessary risk. 


ABSTRACT OF DISCUSSION 


Dr. Frank E. Watsu, Baltimore: I find myself in 
agreement as regards diagnosis and the indicatjons for sur- 
gical treatment. What has been said regarding recovery from 
third nerve paralysis requires amplification. The nerves 
within the cavernous sinus may be pressed on directly by an 
aneurysm within the sinus; that is, the aneurysm may be intra- 
cavernous. At the posterior portion of the sinus the sixth and 
first two divisions of the fifth nerve may be directly affected. 
In the middle of the sinus and at its anterior parts the third, 
fourth, first division of the fifth and the sixth nerves are avail- 
able for involvement; at these levels an aneurysm may produce 
the syndrome of the cavernous sinus (paralysis of the third, 
fourth, sixth, first division of the fifth nerve and proptosis). 
Also the third nerve is likely to be pressed on from within 
and from without the sinus. The onset of third nerve paral- 
ysis resulting from aneurysm is extremely variable. In my 
experience recovery from third nerve paralysis has been 
relatively slow. In many instances recovery has been associated 
with the phenomenon of misdirection, which is described subse- 
quently. It seems unlikely that third nerve paralysis is ade- 
quately explained on the basis of pressure on the nerve as a 
single factor. This statement is based on the observation of 
such paralyses definitely produced by pressure in cases of 
extradural and subdural hemorrhage. In such cases the paraly- 
sis is almost invariably incomplete and the evidences of paralysis 
disappear rapidly when the pressure is relieved. Demonstrable 
loss of sensation is the exception and not the rule in these cases. 
In all probability the pain is referred pain from irritation of 
branches of the ophthalmic division in the wall of the canvernous 
sinus. I have observed an analogous situation in the instance 
of pituitary tumors into which there has been bleeding. After 
third nerve paralysis regeneration is characterized by mis- 
direction of fibers. Fibers which originally were destined for 
the superior rectus muscle reach the levator, others which 
should go to the medial rectus reach the inferior rectus, those 
for the superior rectus attain the inferior oblique and so on. 
As a result of this misdirection characteristic abnormalities of 
ocular movements are observed. 

Dr. James W. Situ, New York: I should like to mention 
pupillography as a possible aid in the diagnosis of aneurysm. 
About seven years ago the late Dr. Mark Schoenberg and 
Dr. Otto Lowenstein utilized pupillographic tracings to uncover 
bilateral glaucoma in patients with normal visual acuity and 
normal fields of vision in the fellow eye. After the publication 
of Walsh and King’s paper on the ocular signs in intracranial 
saccular aneurysms, I treated a woman aged 34 with the “berry” 
type of aneurysm of the left internal carotid artery. After 
operation by Dr. Dandy she recovered use of the internal rectus 
muscle and elevation of the upper lid, but the pseudo-Graefe 
phenomenon and pseudo-unilateral Argyll Robertson pupil have 
persisted for six years. Pupillographic studies revealed that the 
left pupil did not react to light and that the direct and con- 
sensual reflexes of the right pupil were not normal. The pri- 
mary contraction phase, as well as the secondary and tertiary 
phases, were pathologically modified, indicating both a sympa- 
thetic and parasympathetic condition on the right side. The 
psychosensory dilation was intact on both sides; hence, the 
peripheral sympathetic pathways were considered to be intact. 
The occurrence of tonohaptic reactions on the right side led 
to the assumption that in addition to disease of the oculomotor 
nerve a central sympathetic condition was present. The poor 
psychosensory restitution phenomenon on the right side fur- 
nished further evidence of a central sympathetic involvement. 
Dr. Loewenstein believed that the abnormal third nerve obser- 
vations could be explained only by another aneurysm on the 
surgically untreated side. This was the first instance on record 
in which pupillography was used to detect the presence of an 
aneurysm. I should like to ask Dr. Jaeger whether pupillogra- 
phy was utilized as an early diagnostic aid in his large series of 
cases. No reference to this method appears in Dr. Walsh's text- 
book. Does he believe that central sympathetic factors may 
sometimes play a role in the genesis of intracranial aneurysms? 
This possibility occurred to me because it is known that a rather 
high percentage of patients have multiple aneurysms. 
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Dr. J. Rupotepn Jaecer, Philadelphia: It is of interest to 
note the anatomic misdirection of fiber that sometimes occurs 
in other neural regenerations, particularly in the facial nerve. 
The facial muscles will not always react as they should when 
a facial nerve regenerates. The amazing thing is that the third 
nerve will regenerate to the point where, for all practical pur- 
poses, it functions normally. To see one of these nerves at 
the time of surgical intervention, one would say that the nerve 
could never regenerate because only the tiniest thread held the 
two ends together. Many times the portion of the nerve trunk 
that is left is only about one tenth of the normal diameter of 
the third nerve. Dr. Smith inquired about the careful obser- 
vation and recording of everything that happens in regard to 
the movement of the eyeballs and particularly of the pupils. 
My material has been voluminous, and my associates and I are 
now gaining enough experience on which to plan our obser- 
vations. A great deal of this material was seen by various 
ophthalmologists and many neurologists, and we have not really 
worked out an accurate routine of examination. I do not believe 
that sympathetic factors have anything to do with causing mul- 
tiple aneurysms. It is fairly well established that most of these 
are due to a congenital malformation, and I cannot conceive 
of sympathetic inhibition having anything to do with their 
formation. The ophthalmologist is most frequently the first to 
examine patients with intracranial aneurysms; therefore he must 
be informed as to the appropriate forms of treatment. 
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Clinical experience has shown that esophageal hiatus 
hernia in older persons often presents diagnostic and 
therapeutic problems. The reasons for this are that the 
hiatus hernia may exist without symptoms ; it may pro- 
duce a syndrome which simulates other diseases, as 
for example, cholelithiasis or cardiovascular disease ; 
it may be associated with other diseases and produce 
complications, the symptoms of which dominate the 
clinical picture, and, finally, the treatment of hiatus 
hernia, whether medical or surgical, is not infrequently 
followed by a recurrence of the symptoms. In this 
article we wish to stress two aspects of this subject, 
namely, varied clinical manifestations of associated dis- 
eases of hiatus hernia which were encountered in a 
group of patients and the surgical treatment by phrenic 


interruption. 
CLINICAL STUDY 


This study is based on a series of 29 patients whose 
age range was from 50 to 86 years. Seven were men; 
22 were women. In each case the presence of an 
esophageal hiatus hernia was demonstrated roentgeno- 
graphically. The clinical syndrome which these patients 
presented when first seen may be grouped as follows: 
acute gastrointestinal obstruction ; early gastrointestinal 
obstruction; acute constriction of the stomach with 
gastric hemorrhage; chronic anemia of three to six 
years’ duration ; hematemesis ; typical history of ulcer, 
and variable symptoms from pain in the chest and epi- 
gastrium which simulate angina pectoris to gastric dis- 
tress, distention after meals, hiccup and dysphagia. 

The diagnostic procedures were as follows: Unless 
the patients were acutely ill a thorough investigation of 
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the gastrointestinal tract was made. Studies of the 
biliary tract, the cardiovascular status, hepatic and 
renal function, gastric analysis, complete blood cell 
count and urinalyses were performed when indicated. 
The Max Einhorn string test ' was used in an attempt 
to detect an ulcer or erosion of the esophagus or stom- 
ach, especially when such lesions could not be demon- 
strated roentgenographically. 


TasBLe 1.—Symptoms* Associated with Hiatus Hernia 


Epigastric and chest pain. 24 
Vomiting and 5 
l4 


* Patients often had more than one of the forego.ng symp oms 


The chief symptoms and associated diseases which the 
patients presented when first seen are listed in tables 1 
and 2. 

The amount of stomach herniation estimated by pre- 
operative roentgen examination is shown in table 3. 

Roentgen examination before operation revealed that 
there was herniation of the stomach alone in 27 c.ses, 
and of the stomach with the transverse colon in 2 ¢ \ses. 

In general plan the patient was treated med. ally 
unless surgical intervention was urgently indic:ted. 
Surgical treatment was employed only after mi ical 
measures had failed to give sufficient relief. Pa‘ ents 
with evidence of an ulcer were treated with duc: enal 
alimentation or a modified Sippy diet. Antacic and 
antispasmodic medicaments were given when indi: :ted. 
Belladonna was cautiously used in this age grou; In 
patients with gastric obstruction, intubation and d: om- 
pression were employed. The medical plan of trea’ vent 
was followed until the patient’s symptoms and the cute 
episode had subsided. 

The surgical approach which we found to be nost 
satisfactory, and which entailed the minimum amount 
oi risk in these older, debilitated patients, was ‘:ter- 
ruption of the left phrenic nerve. This consisted of 
phrenic crushing, partial excision or exeresis. Our 
preference was simple phrenic crushing for the first 
procedure, because one thorough crushing frequently 
gave a permanent paralysis of the left hemidiaphragm 


TasLte 2.—Associated Diseases 


a 

1 

Cardiovascular disease... 10 
1 

Acute obstruction stomach and colon.. 3 

Early obstruction (stomach)... 2 


or permanent partial paralysis with relief of symptoms. 
It is a milder procedure and not accompanied or followed 
by shock. The only complication encountered, and this 
was infrequent, was a moderate atelectasis of the base 
of the left lung, which cleared up spontaneously. Becaus¢ 
of the age of the patients and because of associated dis- 
eases such as hypertension, cardiovascular and renal 
impairment, a milder form of phrenic interruption should 
be the method of choice. Exeresis can and has caused 
shock, hemorrhage, mediastinal infection, hematoma 
and pneumothorax, resulting from trauma to blood ves- 


1. Einhorn, M.: A New Method of R izing Ulcers of the Upper 


Digestive Tract, in Diseases of the Stomach, New York, William Wood & 
Company, 1929. 
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sels, pleura and lymph nodes.?- When the symptoms 
recurred after the initial phrenic crushing, our procedure 
was preferably a second crushing or partial excision. 
On only 2 occasions was an exeresis performed. 


The operative procedure, which followed closely that 
described by Alexander? and credited to Goetze, was 
performed with the patient under local anesthesia. 
We, as others, lay stress on finding and cutting the 
accessory phrenic nerves, and particularly the nerve 
to the subclavius muscle, as it contains an accessory 
nerve. The position of the phrenic nerve is variable 
and often has to be searched for, more medially or 
laterally. In these cases an adjacent nerve, namely the 
vagus, or long thoracic nerve, or the cervical sympa- 
the ic, may be mistaken for the phrenic. If the cervical 
syr pathetic nerve is injured a Horner’s syndrome 
ens 1es. 
irty-eight to seventy-two hours postoperatively a 
flu -oscopic check is made to estimate the amount of 
par lysis of the left hemidiaphragm. During this pro- 
cec re the “sniffing” maneuver is of great value in 
sh ing the paradoxic motion of the diaphragm. 


RESULTS 
venty-nine patients who had a total of thirty-five 
ph: nic operations were observed. The original pro- 
ce’ res were phrenic crushing in 24, partial excision in 


| ute 3—Amount of Stomach Herniation* Estimated by 
Roentgen Examination Preoperatively 


11 (ineluding short 
esophagi in 3) 

2 (ineluding 1 short 
esophagus) 

% of stomach...... 3 

Complete stomach...................+- 1 


mounts less than 10 em. in diameter were regarded as small. 


jan | exeresis in 2. Of the 24 in whom a phrenic crush 
ing «as done originally, a second phrenic procedure was 
required in 6. In the latter a second crushing was done 
in 2. partial excision in 3 and exeresis in 1. Four of 
these 6 patients continued to improve; 1 is still free 
of symptoms after eleven years, but 2 succumbed to 
acute conditions. In an additional case, in which a 
second operation by another surgeon was necesary, the 
abdominal approach was used in an attempt to repair 
the esophageal hiatus. This patient sutcumbed as a 
result of cardiovascular collapse. Of the 24 patients 
in whom an original phrenic crushing was done, 
l remained well for as long as nine years. 


In table 4 are listed the results of the initial operation. 


The time which elapsed between the first and second 
operations in 6 patients who required additional sur- 
gical treatment, and the results of follow-up, are shown 
in table 5. 


There were 4 cases in which a congenital short 
esophagus with partial intrathoracic stomach were pres- 
ent. Three of these did especially well postoperatively 
after a single phrenic crushing. However, one patient 
required a second crushing, and he has now been well 

eleven years. Two of the 29 patients had a history 
of trauma, and one was not relieved of symptoms by 
phrenic crushing. 


2. Alexander, J.: The Collapse Therapy of Pulmonary Tuberculosis, 
eld, Ill, rles C Thomas, Publisher, 1937. 
3. Deleted in proof. 


HIATUS HERNIA IN OLDER PERSONS—PICKHARDT ET AL. 311 


REPORT OF CASES 


The following case reports show some of the varied 
clinical manifestations observed. 


Mrs. K. M., aged 86, was admitted to Lenox Hill Hospital 
Jan. 18, 1947 with a two week history of vomiting and con- 
stipation. When first seen she was acutely ill, vomiting thick 
orange material and presenting a typical picture of intestinal 
obstruction plus cardiac decompensation. Examination of the 


TABLE 4.—Results of the Original Operation 


Improved but with residual symptoms................... 15 
Improvement lasting 5 to 8 yr.............0.0000. 9 
Requiring additional operation............ 6 
Decided improvement 
BOD 6 } 18 
1 


chest disclosed the unusual observations of flatness associated 
with some breath sounds on the left side with fremitus. Roentgen 
examination revealed gas bubbles apparently in the stomach 
and intestine above the diaphragm on the left. Attempts to fill 
the colon by a barium clysma were unsuccessful. A diagnosis 
of incarcerated obstructed massive hiatus hernia containing part 
or all of the stomach and a loop of colon was made (fig. 1). 
Continuous gastric suction was begun and forced rapid digitali- 
zation instituted. Five hours after admission a left phrenic 
crushing was performed with the patient under procaine anes- 
thesia. There was immediate relief from her vomiting, and 
forty-eight hours postoperatively bowel movements began. Con- 
valescence progressed satisfactorily, and she was discharged 
on Feb. 2, 1947. She lived the normal life of a woman & 
years of age until she died of an acute cardiovascular episode 
July 5, 1948. During this period of one and a half years fol- 
lowing phrenic crushing she had absolutely no gastric distress, 
pain or other symptoms referable to the hiatus hernia. 

Mrs. I. G. aged 52, was admitted to Lenox Hill Hospital in 
February 1946 with a history of persistent and progressive 
anemia for six years. Lately her condition had become much 
worse, as shown by extreme fatigue, dizziness and palpitation. 
She had been treated elsewhere with liver injections, trans- 
fusions and iron medicaments. There was no history of severe 
gastric distress. On admission examination of her blood showed 
52 per cent hemoglobin (7.8 Gm.); 2,700,000 red blood cells, 
and 6,800 white blood cells with 78 per cent polymorphonuclear 
cells (6 immature cells), 20 per cent lymphocytes and 2 per 
cent eosinophils. The red cells showed 1 normoblast, hypo- 
chromia and polychromia. Examination revealed blood in the 


Taste 5.—Results of Second Phrenic Operation 


Time between 


Ist and 2nd 
Operations Follow-Up 
1 symptomless............... 11 yr. 
2 decidedly improved........ 4 mo, 
6 yr. 
12 mo. 1 died—see autopsy, case of 
Mrs. J. H. 
19 mo 8 mo. 
coc 48 mo died—uremia 


stool. The problem was to determine whether the anemia was 
primary or secondary to a lesion of the gastrointestinal tract 
or to some other defect. Roentgen examination showed a hiatus 
hernia, incarcerated, of the entire fundus of the stomach. A 
fluid level was present. An ulcer crater was demonstrated on 
the lesser curvature at the level of the diaphragm (fig. 2). The 
patient was treated with duodenal alimentation for twelve days, 
and on March 19, 1946 a phrenic crushing was performed. 
Within a week after the operation the cell count showed 94 per 
cent hemoglobin (14.0 Gm.) with 4,900,000 red blood cells; 
one stool examination showed a trace of blood and another 
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was negative. The patient has continued to do well, her anemia 
has not returned and she has had no gastric symptoms to date, 
three years and three months since phrenic crushing. 


Two patients who responded well to the initial phrenic 
crushing, one for four years and the other for one year, 
were readmitted to the hospital with symptoms of 
acute obstruction of the stomach and gastric bleeding. 


Fig. 1 Mrs. K. M. Roentgenograms Jan. 18, 1947: A, scout film 
showing herniation of colon through esophageal hiatus; B, after ingestion 
of barium sulfate, showing stomach also in hernia sac. 


Mr. N. S. aged 66, had attacks of severe abdominal pain 
and vomiting for a number of years. When first seen his 
gastric aspirate showed a large amount of dark bloody material. 
He was admitted to Lenox Hill Hospital in February 1945. 
A roentgenogram of the abdomen showed a gallstone about 2 
cm. and renal calculi. The patient also had a hypertrophied 
prostate and a history of periodic attacks of fibrillation and 
asthma. Examination of the alimentary tract showed that 
barium sulfate passed through the esophageal hiatus into the 
stomach. The distal two thirds of the stomach and probably 
also the first portion of the duodenum were herniated through 
the esophageal hiatus. Barium passed upward and to the right 
half of the supradiaphragmatic portion of the stomach, which 
lay in the lower half at the left half of the thorax. The 
diaphragmatic opening appeared to be about 6 cm. in diameter. 
At six hours there was a 50 per cent gastric retention and at 


Fig. 2.—Mrs. I. G. Preoperative roentgenogram March 11, 1946, show- 
ing hiatus hernia and ulcer at neck of sac (4). Patient was without 
gastric symptoms and was treated six years for chronic anemia. April 29, 


six weeks postoperatively (B): ulcer healed, hernia smaller. 


twenty-four hours 25 per cent. The observations indicated a 


large diaphragmatic hernia containing the distal two thirds of 


the stomach, which had apparently undergone 180 degrees of 
rotation as well as complete inversion with a fairly high degree 
of obstruction at the diaphragmatic esophageal hiatus (fig. 3). 
The patient was treated with intubation and became symptom 
free. He was readmitted to the hospital in June 1945, complain- 


k A. M. A. 
eb. 4, 1950 


ing of pain in the stomach and vomiting. A phrenic crushing 
was performed June 21, 1945, from which the patient made an 
uneventful recovery; he was discharged July 5, 1945. He 
remained in comparatively good health for two and a half years, 
when he had an attack of coronary thrombosis from which 
he recovered. In April 1949 he was seized with severe pain 
in the right side of the chest, extending to the back. He 
vomited and was unable to retain solid food. He had abdominal 
distress even on a liquid diet. On readmission to the hospitai 
the gastric aspirate contained about a quart (1,000 cc.) of 
retained fluid. He was treated with intubation, decompression 
and parenterally given fluids until May 1, 1949, when partial 
excision of the left phrenic nerve was performed. He pro- 
gressed well until forty-eight hours later, when he was seized 
with a severe pain in the right side of the chest and abdomen, 
marked dyspnea, profuse perspiration and a rapid, thready 
pulse. He had an acute coronary occlusion, which was evident 
in the electrocardiogram forty-eight hours later. A duodenal 
tube, which had been inserted twice, was found coiled on itself 
in the esophagus because of an acute obstruction at the hiatus. 
The patient vomited more or less continuously. It was there 
fore decided to perform a gastroenterostomy to relieve the 
gastric obstruction. This was done with the patient under 
local anesthesia and mild thiopental sodium (pentothal sodiuin®) 
given intravenously. The patient did well for three days, when 
he began to go downhill; uremia developed, and he died. 
Mrs. J. H. aged 77, was admitted to Lenox Hill Hos» ital 
in May 1948, complaining of periodic pain in the epigastr:um 


Fig. 3.—Mr. N. S., Preoperative roentgenogram (A) Feb. 26, 1945, 
after ingestion of barium sulfate meal, showing inversion of stomach and 
herniation of its midportion and distal portion through the esophageal 
hiatus. Roentgenogram June 26, 1945, five days postoperatively (8), show- 
ing a Max Einhorn tube in the stomach and elevation of the left hemi- 
diaphragm and again demonstrating the complexity of the hernia 


for a number of years. The pain at times resembled that of 
biliary colic, was referred to the back and would be relieved 
by induced vomiting. Physical examination revealed essentially 
normal conditions except for hypertension and flatness in the 
left side of the chest posteriorly. Cholecystography showed a 
normal gallbladder shadow. Roentgen examination of the ali- 
mentary tract showed a large diaphragmatic hernia of the hiatus 
type. This contained the entire stomach, which was inverted. 
A loop of the midtransverse colon was lying in the hernia (fig. 
4). <A phrenic crushing was done, and the patient made af 
uneventful recovery (fig. 5). She remained well for a year and 
then was readmitted to the hospital because of an acute attack 
of epigastric and abdominal pain and hematemesis. A flat 
roentgenogram of the lower part of the thorax and abdomet 
showed a hiatus hernia that contained the distal portion of the 
stomach, which was decidedly dilated. The fundus portion 
which lay below the diaphragm was dilated and measured 
approximately 20 cm. in diameter. The observations suggested 
obstruction of the distal part of the stomach. The patient wa 
intubated and about 2 quarts (2,000 cc.) of coffee ground mate 
rial, at times tinged with bright red blood, were obtained. Tht 
patient felt better, but as soon as the suction was turned 
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she again had severe abdominal pain, so that she had to be 
decompressed more or less continuously. Transfusions and 
fluids by the parenteral route were administered. After a week 
an attempt was made to give liquids by mouth. This was suc- 
cessful for three days, then use of the suction apparatus again 
became necessary. In the meantime acute glaucoma developed, 
for which the patient required an emergency operation. Peni- 
cillin and dihydrostreptomycin were administered. Because of 


I Mrs. J. H. Preoperative roentgenograms May 17, 1948, show- 
ing inversion and herniation of entire stomach through esophageal 
hiat ad (B) portion of the transverse colon also entering the sac. 


the «  tinuation of the obstruction, a partial excision of the left 
phre nerve was performed. The patient felt better for 
twer ‘our hours; then she was suddenly seized with an acute 
atta: f pulmonary edema and a generalized convulsion and 
died. lhe following autopsy observations were made: The 
leit. of the diaphragm was elevated; there was slight gastric 
dilat. .; the whole stomach was below the diaphragm. In 
this an decided hypertrophic gastritis was present in the 
proxi: «| two thirds of the body. In the posterior portion of 
this . -a a perforation was observed, which the pathologist 
state’ was fresh and antemortem but which clinically did not 
prese) any evidence. This perforation communicated with a 
part of the omental bursa which was walled off by the posterior 
wail oi the stomach, the body and tail of the pancreas and a 
portion of the greater omentum. In the remaining third of 
the stomach hemorrhagic gastritis was seen. This was the part 
which had been incarcerated and constricted prior to the phrenic 
interruption. An advanced degree of arteriosclerosis of the 
aorta and cerebral vessels was also present. 


COMMENT 

A group of older patients with various clinical mani- 
festations and who had diseases associated with hiatus 
hernia was observed. Although a number of authors * 
have reported the fact that bleeding is found in patients 
with hiatus hernia, 13 patients in our group had chronic 
anemia for a comparatively long time before the basic 
underlying cause—hiatus hernia—was detected. In 
2 patients the anemia was so severe that they had been 
treated for pernicious anemia elsewhere. For example, 
Mrs. M. S., aged 52, was admitted to Lenox Hill Hos- 
pital in September 1944. She stated that in January 
1941 she noted weakness, dizziness and dyspnea. She 
was advised that she had pernicious anemia and was 
treated with liver extract and blood transfusions. She 


. 4. (@) Adams, R., and Lee, W. F., Jr.: Diaphragmatic Hernia, S. Clin. 
America 26: 742, 1946. (b) Harrington, Diaphragmatic 
om Asscciated with Traumatic Gastric Erosion and Ulcer, Surg., 
& Obst. 51: 504, 1930. (c) Mendelsohn, E. A.: Hiatus Hernia 
oO Stomach as Source of Bleeding, Radiology 46: 502, 1946. (d) Morein, 
Isla Diagnosis and Medical Management of Diaphragmatic Hernia, Rhode 
sland M. J. 20:5, 1937. (e) Truesdale, P. E.: Gastric Ulcer Asso- 
n't with Diaphragmatic Hernia, New England J. Med. 207: 385, 1932. 
H.: Gastroenterology, Philadelphia, W. B. Saunders & Com- 


HIATUS HERNIA IN OLDER PERSONS—PICKHARDT ET AL. 313 


was eventually examined roentgenologically, and about 
two thirds of the stomach was found in the hiatus hernia. 
She was again treated for anemia and felt better peri- 
odically. Because of a continuance of symptoms she was 
admitted to Lenox Hill Hospital in September 1944 
and was operated on in another division. An attempt 
was made to repair the esophageal hiatus by the abdomi- 
nal approach. After a stormy conyalescence the patient 
left the hospital in November 1944. She did well until 
May 1945, when her symptoms returned. She was 
again admitted to the hospital, and this time a phrenic 
crushing was performed. When she had a recurrence 
of her anemia a second crushing was performed in 
June 1946. The last examination of her blood, in 
January 1949, showed no anemia. 

The bleeding in hiatus hernia may be due to several 
factors. A gastric ulcer may be present, or there may 
be an erosion in the thoracic pouch. The occurrence 
of ulceration within the herniated portion of the stomach, 
at the neck of the hernia or just below the constric- 
tion, is a commonly reported observation. Bleeding 
may also be due to an esophagitis, or to a congestion 
resulting from severe constriction of the pouch. The 
chronic anemia due to the bleeding in hiatus hernia may 
exist without any gastric symptoms. 

Another complication in hiatus hernia which has not 
been sufficiently stressed in the literature, and which 
was observed in 4 of our cases, was that the stomach 
itself had become strangulated. These observations are 
contrary to the sometimes expressed opinion that the 
stomach is too thick-walled and powerful to become 
obstructed and strangulated in a hiatus hernia.* 


Fig. 5.—Mrs. J]. H. Roentgenogram July 28, 1948, two months post- 
operatively, showing half of the stomach now below the diaphragm. 


In 2 of our cases a loop of transverse colon was 
present in the thorax in addition to the stomach. In 
the woman aged 86, who had congestive heart failure 


5. Frank, L. W., and Hamilton, J. E.: Diaphragmatic Hernia, J. Tho- 
racic Surg. 11: 219, 1941. 
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and acute gastrointestinal obstruction, recognition of 
the obstruction as being due to a hiatus hernia and 
immediate performance of a phrenic crushing operation 
are credited with saving the patient’s life. Because ol 
her age and the numerous complications present, the 
abdominal or thoracic approach was against better surgi- 
cal judgment, whereas the phrenic interruption was 
performed quickly and with little risk. 

Our reasons for employing phrenic interruption in 
elderly persons are as follows: Sauerbruch * and Jamin,’ 
many years ago, advocated phrenic crushing in cases 
of diaphragmatic hernia in infancy, and in old age where 
definite evidence of incarceration, strangulation and 
obstruction were present and where the general condi- 
tion of the patient precluded a formal repair operation. 
This was regarded purely as a temporary measure. 
Later Harrington,* and then Lahey and Overholt '° 
went a step further and reported cases in which phrenic 
crushing was used in incarcerated diaphragmatic her- 
nias with moderate obstructive symptoms. Cave '* also 
has had good results in various types of diaphragmatic 
hernias using either exeresis or crushing. 

In 1936, during an operation for diaphragmatic her- 
nia using the thoracic approach, one of us (O. C. P.) 
noted a pronounced constriction around the neck of the 
hernia so that a finger could not be inserted between 
the hernial protrusion and the esophageal opening. This 
was due not solely to adhesions but also to the fact 
that the diaphragmatic muscular esophageal opening was 
in a state of spasm. After the left phrenic nerve was 
crushed the following observations were noted: (1) the 
usual paralysis of the left half of the diaphragm with 
an upward ballooning of the relaxed muscle; (2)defi- 
nite relaxation of the esophageal opening with immedi- 
ate loss of spasm, and (3) partial slipping down of the 
herniated portion of the stomach through the esophageal 
opening with a consequent decrease in the size of the 
hernia but not to the point of complete reduction. 

Consolidating these reports and our own observations 
we deemed it advisable to advocate left phrenic nerve 
interruption in hiatus hernia in older persons with or 
without incarceration or obstruction, when symptoms 
of pain, bleeding, pressure or ulceration are present. 
In our experience this operation has been a safe pro- 
cedure and has given satisfactory relief in these elderly 
patients. 

SUMMARY 

1. A series of twenty-nine patients in the older age 
group with esophageal hiatus hernia was observed. 

2. Varied clinical manifestations resulting from asso- 
ciated diseases with hiatus hernia which were encoun- 
tered are described. 

3. The treatment of hiatus hernia in older persons, 
with special reference to interruption of the phrenic 
nerve, is outlined. 
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9. Lahey, F., cited by Overholt.” 

10. Overholt, R. H.: Diaphragmatic Hernia: Management by Phrenic 
Nerve Interruption, S. Clin. North America 13: 651, 1933. 

11. Cave, H.: Personal communication to the authors. 


PERSONS—PICKHARDT ET AL. 


ABSTRACT OF DISCUSSION 


Dr. Irvinc B. Brick, Washington, D. C.: Dr. Pickhardt 
has presented a rather complicated series of patients. The 
ordinary types of hiatus hernia are not usually referred to 
surgery. I should like to ask Dr. Pickhardt how many of the 
hiatus hernias seen during the same period did not require 
surgical treatment. I ask that, because of some statistical data 
associates and I have collected. In a series of 3,448 patients 
in which routine upper gastrointestinal roentgenograms were 
made, hiatus hernias were noted in 308 cases, an incidence of 
8.93 per cent. The lesions did not predominate in females as 
much as was commonly thought previously. Many other series 
confirm the fact that males have this disease in great numbers. 
The group between 50 and 80 years comprised 76.61 per cent 
of the patients with hiatus hernia. Of the hiatus hernias, 223 
were considered small, 68 moderate and 17, with over one third 
of the stomach in the thorax, large. Dr. Pickhardt’s series of 
29 surgically treated patients shows a greater preponderance of 
strangulation than usually seen. This may give rise to the 
obstructive symptoms he mentioned. That was not the «sual 
situation observed clinically in our experience. Of the associated 
lesions diagnosed in this series of 308 hiatus hernias, 31 \ cre 
duodenal ulcers. There was a total of 79 associated g«-tro- 
intestinal lesions. In 1 of 3 cases of hiatus hernias in this < ries 
there was an associated gastrointestinal lesion. One must be -ure 
before considering surgical intervention that there is not an ‘her 
associated lesion possibly causing the symptems. We ave 
treated most of our patients medically with the ordinary «=!cer 
regimen with antispasmodic and antiacid therapy, and re. -sur- 
ance that cancer is not present. We have found that this cype 
of therapy is effective in most cases, particularly in the pre- 
dominating small hiatus hernia. Many patients comple : of 
pain only at night when they are lying down. That has een 
observed many times previously, and we have found th: the 
use of a hospital-type bed, where the patient can sleep in a 
semireclining position, is helpful in some of these cases. We 
have not had recourse to surgery in as many instances, « par- 
ently, as those reporting other series of cases. 


Dr. Herpert C. Mater, New York: Most patient: with 
hiatus hernia do not require any surgical therapy; mar are 
asymptomatic. The rationale of treatment of hiatus her \. by 
paralysis of the left leaf of the diaphragm is clarified »y a 
consideration of several points. The frequency and sever ty of 
symptoms caused by a hiatus hernia may have little re! «tion- 
ship to the size of the hernial sac. Small hernias may cause 
severe symptoms and large hernias are sometimes asyimpto- 
matic for many years, especially in young adults. The ‘actor 
of greatest importance in symptomatology except in some large 
hernias is the constrictive effect of the edges of the dia) rag- 
matic hiatus. These effects may be direct, as when an ulcer 
develops in the stomach at the site of constriction, or reflex, 
as seen with the secondary cardiac arrhythmias. Therefore 
the results of hemidiaphragmatic paralysis in the treatment of 
hiatus hernia are not to be judged by the postoperative rocutgen 
observations but by the effect of operation on symptoms. An 
excellent clinical result may be obtained without significant 
change in the degree of herniation present. My experience with 
phrenic interruption in the treatment of hiatus hernia in elderly 
patients has been gratifying. Of 2 patients 80 years of age, am 
excellent result was obtained in 1 and improvement occurred 
in the other patient. One patient was unable to retain any 
food by mouth and was losing ground on parenteral alimenta- 
tion. She has had no difficulty since operation two years ago. 
The other octogenarian had severe pain and decided cardiac 
arrhythmias; she was improved after phrenic interruption. The 
chief indications for diaphragmatic paralysis in preference to 
transthoracic repair of the hernia are (1) advanced age of the 
patient, (2) poor general condition, (3) severe cardiac or respira- 
tory disease, (4) symptoms so slight that a major surgical 
operation does not seem indicated, (5) symptoms which are 
not definitely known to be caused by the hiatus hernia, (6) 
possible control of hemorrhage due to secondary ulceration of 
stomach or esophagus and (7) relief of acute obstruction with- 
out strangulation. In the last three groups transthoracic repaif 
may be advisable at some later date. Pronounced anemia may 
be present without any history of hematemesis or tarry stools. 
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One such patient who had epigastric distress and fainting was 
considered to have cardiac disease. Examination revealed a 
profound anemia (hemoglobin of 42 per cent). A transthoracic 
repair was performed in that case. The medical and surgical 
treatment of hiatus hernia must be individualized for the best 


results. 

Dre. Henry A. Rarsxy, New York: For purposes of treat- 
ment patients with hiatus hernia should be divided into three 
classes: 1. Those without symptoms, in whom the hernia is 
discovered accidentally; these require no treatment. 2. Those 
with a minimum of symptoms. They can be treated medically, 
as my associates and I have done. 3. Those with hernia 
associated with complicated diseases. Unfortunately, medical 
treatment cannot suffice in these instances, and some form of 
surgery must be used. Most of our patients had chronic anemia, 
either macrocytic or microcytic. One patient had been ill for 
six years before the cause of the anemia—the hiatus hernia— 
was detected. Two patients had been treated for pernicious 
anemia before the underlying cause—the hiatus hernia—was 
found. This fact should be emphasized, namely, in chronic 
anemia of undetected or undetermined origin, a gastrointestinal 
survey should be included in the examination of the patient. 
These cases of anemia may occur without gastric symptoms. 
Numerous causes have been described to explain the anemia, 
such as ulcer, erosions or congestion of the pouch. Gastritis 
should also be emphasized in this connection. I:f one of our 
cases hemorrhagic gastritis was present in the distal third of 
the stomach and hypertrophic gastritis in the other two thirds 
of the stomach. In the latter two thirds a perforation was 
found, which the pathologist said had occurred ante mortem, but 
the patient did not have any symptoms referable to it. I saw 
a gastric perforation in another instance of hiatus hernia. 

Dr. Orro C. PickHarpvt, New York: Dr. Brick asked how 
many patients did not require operation. My only answer is 
“a great many.” About 5 or 10 per cent, I believe, of patients 
undergoing a routine gastrointestinal series show a small hiatus 
hernia; and I can say again that we operated only on those 
having definite symptoms due to their hernia. 


CLINICAL USE OF THE ANTIBIOTIC CHLOR- 
AMPHENICOL (CHLOROMYCETIN®) 


JOSEPH E. SMADEL, M.D. 
Washington, D. C. 


It is two years since the first reports appeared dealing 
with the new antibiotic choloramphenicol (chloro- 
mycetin®). These first papers? described laboratory 
experiments in which the antibiotic was shown to inhibit 
the growth in vitro of a wide range of bacteria and, of 
greater interest at that time, to have a chemotherapeutic 
effect in a number of experimental rickettsial and virus 
infections. In addition, chloramphenicol was found. to 
have two other characteristics which promised to make 
it useful in the treatment of patients. These were (1) 
its low toxicity for animals and (2) its capacity to elicit 
as satisfactory results when given by the oral route as 
by the parenteral route. It was quickly shown that the 
new drug was essentially nontoxic for normal men and 
that relatively simple technics revealed the presence of 
appreciable levels of active drug in the blood and urine 
of such persons following oral administration of the 
antibiotic.? 


From the Department of Virus and Rickettsial Diseases, Army Medical 

ttment Research and Graduate School, Army Medical Center. 

Read before the Section on Experimental Medicine and Therapeutics 
at the Ninety-Eighth Annual Session of the American Medical Association, 
Atlantic City, N. J., June 8, 1949. 

B 1. Ehrlich, J.;\ Bartz, Q. R.; Smith, R. M.; Joslyn, D. A., and 
urkholder, P. R.: Chloromycetin, a New Antibiotic from a Soil Actino- 
mycete, Science 106: 417, 1947. Smadel, J. E., and Jackson, E. B.: 
hloromycetin, an Antibiotic with Chemotherapeutic Activity in Experi- 
mental Rickettsial and Viral Infections, ibid. 106: 418-419, 1947. 

‘ 2. Ley, H. L., Jr.; Smadel, J. E., and Crocker, T. T.: Administration 
iH Chloromycetin to Normal Human Subjects, Proc. Soc. Exper. Biol. & 

ed. 68: 9-12, 1948. 
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The stage was now set for the clinical application of 
chloramphenicol to the treatment of patients. This has 
progressed rapidly in the past year and a half, and a wide 
variety of rickettsial and bacterial infections of man are 
now known to be controlled by the proper therapeutic 
use of this drug. Before discussing the clinical aspects 
of chloramphenicol therapy, I would like to mention 
another important laboratory development in its history. 
This is the chemical synthesis of chloramphenicol (D- 
[—] 
propanediol) which was reported a few months ago by 
Rebstock, Crooks, Controulis and Bartz.’ The struc- 
tural formula of the drug (fig. 1) indicates that it is a 


Fig. 1.—Structural formula of chloramphenicol. 


relatively simple compound consisting of a nitrobenzene 
nucleus with a propane derivative attached para to the 
nitro group. That this is indeed the formula of the anti- 
biotic chloramphenicol, which was originally obtained * 
as a fermentation product of the mold Streptomyces 
venezuelae, N. sp., is indicated by the following facts: 
The chemically synthesized drug has the same physical 
and chemical preperties and antibacterial activities as 
the product obtained by the fermentation process.* 
Furthermore, the two forms are indistinguishable when 
used in the treatment of experimental rickettsial infec- 
tions in laboratory animals and in the treatment of 
human beings with scrub typhus (tsutsugamushi fever) .* 


RICKETTSIAL DISEASES 


Preliminary work carried on in Mexico * and Bolivia ° 
provided good reason for the belief that chloramphenicol 
was of considerable value in the treatment of patients 
with epidemic or with murine typhus. Extensive and 
more definitive studies on the related disease, scrub 
typhus, which were undertaken in 1948 in Malaya,’ 
clearly proved the great efficacy of chloramphenicol in 
controlling this rickettsial infection of man. Figure 2 
illustrates the clinical response of one of the Malayan 
patients with scrub typhus,’ who was treated on the 
fifth day with an initial dose of 3.5 Gm. of chloram- 
phenicol by mouth and an additional 3 Gm. given in 
divided doses of 0.25 Gm. at two hour intervals during 
the succeeding twenty-four hours. The patient became 
afebrile within about thirty hours after therapy was 
begun. He remained free of fever from the seventh 
day onward, although he received no drug after noon of 
the sixth day. Untreated patients with scrub typhus 
generally have a sustained fever for two weeks. Such 
results as these were consistently obtained in the 30 
scrub typhus patients in the original series who were 
treated with chloramphenicol.’ Indeed, the average 
duration of fever in these 30 treated persons was 31.8 


3. Rebstock, M. C.; Crooks, H. M., Jr.; Controulis, J., and Bartz, 

2. R.: Chloramphenicol (Chloromycetin): IV. Chemical Studies, J. 
m. Chem. Soc. 71: 2458, 1949, 

4. Smadel, J. E.; Jackson, E. B.; Ley, H. L., Jr., and Lewthwaite, R.: 
Comparison of Synthetic and Fermentation Chloramphenicol (Chloro- 
mycetin) in Rickettsial and Viral Infections, Proc. Soc. Exper. Biol. & 
Med. 7@: 191-194, 1949. 

5. Smadel, J. E.; Leon, A. P.; Ley, H. L., ir. and Varela, G.: 
Chloromycetin in the Treatment of Patients with Typhus Fever, Proc. Soc. 
Exper. Biol. & Med. 68: 12-19. 1948. 

6. Payne, E. H.; Knaudt, J. A., and Palacios, S.: Treatment of 
Epidemic Typhus with Chloromycetin, J. Trop. Med. 51: 68-71, 1948. 

7. (a) Smadel, J. E.; Woodward, T. E.; Ley, H. L., Jr.; Philip, C. B.; 
Traub, R.; Lewthwaite, R., and Savoor, S. R.: Chloromycetin in the 
Treatment of Scrub Typha Science 108: 160-161, 1948. (6) Smadel, 
. E.; Woodward, T. E.; Ley, H.°L., Jr., and Lewthwaite, R.: Chlor- 
amphenicol (Chloromycetin) in the Treatment of Tsutsugamushi Disease 
(Scrub Typhus), J. Clin. Investigation 28: 1196-1215, 1949. 


ope 
Wey 
4 
H NHCOCHCIl: 
H 
H 
> 
: 
2 
— 
2, 


316 CLINICAL USE OF CHLORAMPHENICOL—SMADEL 


hours after antibiotic therapy was begun. In this 
group treatment was started on the average 6.2 days 
after onset of disease, and the last febrile day was 7.4. 


In contrast, the last febrile day of illness in 19 untreated 


patients with scrub typhus, who made up the control 
group, was 17.1 days. In subsequent work, as yet 
unpublished, carried on by the United States Army 


Research Unit in Malaya, an additional 70 patients with 
scrub typhus have been treated with chloramphenicol. 
The results in these patients completely confirmed the 
original observations. Although some of these 100 
persons were desperately ill when chloramphenicol was 
given, no deaths occurred in this large group. The 
mortality in scrub typhus varies greatly in different 
geographic areas, but in Malaya the fatality rate is about 
7 per cent.* 

There are several rickettsial diseases of man which 
are of importance in the United States. These are 
Rocky Mountain spotted fever, murine typhus, Q fever 
and rickettsialpox. In the laboratory chloramphenicol 
inhibits the growth of each of the agents responsible for 


Fig. 2.—Response of man aged 26, who weighed 124 pounds (57.2 Kg.) 
and had scrub typhus, to chloramphenicol. m the second to last line, 
WF OX-K signifies that the Weil-Felix reaction showed the development 
during convalescence of agglutinins for the OX-K strain of Proteus 
vulgaris, to a titer of 160. 


these diseases, and reference has already been made to 
its efficacy in patients with murine typhus. Information 
on its use in the treatment of patients with Q fever 
or with rickettsialpox had not been published to the 
time of writing. 

In the summer of 1948 Pincoffs and associates * in 
Baltimore used chloramphenicol in treating 15 patients 
with Rocky Mountain spotted fever. These investi- 
gators gave somewhat larger doses of drug than had 
been used previously in other patients with rickettsial 
infections. Their usual regimen was 0.75 mg. per 
kilogram of body weight as an initial dose followed by 
0.25 to 0.5 Gm. every three hours until twenty-four 
hours after the temperature reached normal levels. They 
observed that, irrespective of the height of the preceding 
fever, the duration of the disease or the age of the 
patient, all became afebrile within seventy-six hours 
after therapy was instituted. The average duration of 
fever after the first dose of chloramphenicol was 2.2 


8. Lewthwaite, R.: Clinical and Epidemiological Observations on Tropi- 
cal Typhus in the Federated Malay States, Bull. Inst. M. Research, 


Federated Malay States, 1:1, 1930. 
9. Pincoffs, M. C.; Guy, E. G.; Lister, L. M.; Woodward, T. E., and 


Smadel, J. E.: The Treatment of Rocky Mountain Spotted Fever with 
Chloromycetin, Ann. Int. Med. 28: 656-663, 1948. 
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days. None of the 15 treated patients died, although 4 
were classified clinically as suffering from virulent 
forms of the disease when the antibiotic was given. The 
authors pointed out the sharp contrast between these 
results and those observed by them in 46 selected 
patients with Rocky Mountain spotted fever who sur- 
vived without specific therapy during preceding years 
and in whom there did not develop complications which 
might have prolonged their febrile course; here the 
average duration of fever was sixteen days. They 
also noted that in Maryland during the past decade the 
mortality rate for Rocky Mountain spotted fever has 
been 21 per cent. 

In brief, chloramphenicol is decidedly rickettsiostatic 
for all the rickettsial agents which commonly affect 
man, and in those human infections in which it has 
been employed the results have been highly beneficial. 
Although therapeutic regimens for the rickettsial dis- 
eases may be modified as the result of the future work, 
the general schedule used at present is as follows: An 
initial loading dose of 3 to 4 Gm. of chloramphenicol 
is given by mouth, and this is followed with 0.25 Gm. 
doses every two or three hours until the temperature 
returns to normal levels. This schedule generally 
requires 5 to 10 Gm. of drug over a period of one to 
three days. 

It is not the object of this paper to discuss the other 
new antibiotic, aureomycin, which also has proved 
extremely valuable in the treatment of patients with 
rickettsial infections. The experience of others and of 
our own group indicates that results with aureomycin 
in these human infections are entirely comparable to 
those obtained with chloramphenicol. 


TYPHOID 


Although the finding of a specific therapeutic agent 
for the rickettsial diseases is of considerable academic 
and perhaps military importance, the observation that 
chloramphenicol is also a_ specific for typhoid is 
probably of greater significance to the average physician. 
To the time of writing the medical literature contained 
only one published report on this subject, that of Wood- 
ward and his co-workers *® in a group of 10 cases of 
typhoid treated in Malaya with chloramphenicol. How- 
ever, additional observations by these workers and 
their collaborators swell the number of their treated 
cases to about 50. Furthermore, McDermott and his 
associates *' have added to the list. 

Figure 3 illustrates the results obtained in one of 
the first group of patients *° to receive chloramphenicol. 


A girl aged 9, who weighed 75 pounds (34 Kg.), was treated 
on the tenth day of her illness. She received comparatively 
large doses of the drug and maintained blood levels of about 
100 micrograms per cubic centimeter of chloramphenicol during 
the first three days of the eight day course of treatment. Fever 
continued during the first three days of therapy, but the tem 
perature remained normal thereafter. Salmonella typhosa were 
cultured from the blood on two occasions before chloramphenicol 
was given but not afterward. This girl did not have pathogenie 
organisms in any of her urine or stool specimens taken from 
the thirteenth to thirty-sixth day after onset of illness. 


The majority of the patients remained free of typhoid 
organisms during convalescence, but occasional positive 


10. Woodward, T. E.; Smadel, J. E.; Ley, H. L., Jr.; Green, R., am@ 
Mankikar, D. S.: Preliminary Report on the Beneficial Effect of Chlore 
mycetin in the Treatment of Typhoid Fever, Ann. Int. Med. 29: 131-196, 
1948. 

11. Knight, V.; McDermott, W., and Ruiz-Sanchez, F.: Aureomycin and 
Chloromycetin: Use in Typhus, Typhoid and Brucellosis, presented at 
Second National Symposium on Recent Advances in Antibiotics Research, 
Washington, D. C., April 12, 1949; J. Clin. Investigation (supp.), © 
published. 
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stool cultures were obtained from some, even though 
clinical relapses did not develop. Wel 

In general, patients with typhoid show little improve- 
ment during the first thirty-six hours that chloram- 
phenicol is administered. During the next two days 
the fever abates by lysis and the toxic manifestations 
recede. The temperature reaches normal levels on the 
third or fourth day of treatment, and in most instances 
convalescence continues uninterruptedly. However, 
the intestinal lesions remain unhealed for some time 
after the patient has become afebrile, and the danger of 
hemorrhage and perforation is appreciable during the 
first week of convalescence. A relapse with reap- 
pearance of fever and of S. typhosa in the blood and 
stools is another complication which may occur ten 
days to two weeks after the fever has been dissipated 
by treatment. Such relapses were observed in 2 of 
the 10 original patients but were promptly controlled 
when chloramphenicol* was readministered. In order 
to reduce the incidence of relapses we have now extended 
the course of treatment, giving the drug for ten to four- 
teen (lays after the temperature has returned to the nor- 
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Fig. 3.—Response of girl aged 9, who weighed 75 pounds (23 Kg.) and 
had typhoid, to chloramphenicol. 


mal range. It is too early to draw conclusions, but this 
regimen appears to be more satisfactory. At present 
it would appear that patients with typhoid should proba- 
bly receive at least 30 Gm. of the drug over a period 
of ten to twelve days. After the patient receives an oral 
loading dose of 3 Gm. he should be given a total of 3 
Gm. daily in divided doses until the fever disappears, 
then 2 Gm. daily for the next seven to ten days. Early 
in the studies on typhoid it was the practice to give 
0.25 Gm. amounts at intervals of two to three hours, 
but recently the members of our group had equally 
satisfactory clinical results when the same total daily 
amounts were given in divided doses at eight or twelve 
hour intervals. 
OTHER INFECTIONS 

Recent studies '* indicate that chloramphenicol is of 
considerable value in the treatment of patients with 
brucellosis. The clinical response and the therapeutic 
regimen are similar to those in typhoid. 

Chloramphenicol given in a single oral dose of 1.5 
to 3Gm. appeared to be about as effective in the treat- 
ment of acute gonorrheal urethritis in the male as is the 


wit Woodward, T. E.; Smadel, di E.; Holbrook, W. A., and Raby 
 T.: The i loromycetin in Brucellosis, presented 
at the Second National S ium on t Advances in Antibiotics 
Research, i C April 12, 1949; J. Clin. Investigation 
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current method of penicillin therapy.** This is of 
interest, because chloramphenicol is less active as a spiro- 
cheticide ** than penicillin; hence, it may be less apt to 
suppress a concurrent syphilitic infection. 

This antibiotic has an in vitro bacteriostatic effect 
against a number of gram-negative organisms.** Its 
capacity to control the colon bacillus and its excretion 
in the urine make it valuable in treating certain infec- 
tions of the urinary tract.*® 

The laboratory has continued to remain a pace ahead 
of the ward, since experimental work indicates that 
chloramphenicol is active against Borrelia recurrentis,** 
Vibrio comma,'* Hemophilus pertussis,’* and Shigella 
dysenteriae.’* It remains to be determined whether 
the drug will be of clinical value in treating human 
infections caused by these agents. Similarly, its use- 
fulness against experimental disease caused by members 
of the psittacosis-lymphogranuloma venereum group of 
viruses '* has not yet been tested clinically. 


LACK OF TOXICITY IN MAN 


The formula of chloramphenicol with its nitrobenzene 
nucleus suggests, on theoretic grounds, that the com- 
pound might be toxic for man. It is important that no 
significant indication of such toxicity has been observed 
in the large group of patients who have now received 
the drug therapeutically. Furthermore, in studies in 
which chloramphenicol has been used prophylactically 
against scrub typhus infection in volunteers exposed in 
hyperendemic areas of the disease, certain persons have 
received as much as 40 Gm. over a period of two months 
without showing evidence of intolerance or toxicity.’ 


SUMMARY AND CONCLUSION 


Chloramphenicol (chloromycetin®) has now been 
shown to be of definite value in the treatment of patients 
with rickettsial diseases, typhoid and brucellosis. It 
holds promise, on the basis of laboratory studies, of 
being of value in controlling other infections of man. 

Chloramphenicol is of low toxicity for human beings. 


ABSTRACT OF DISCUSSION 


Dr. Tueovore E. Woopwarp, Baltimore: Dr. Smadel in 
this, and in his numerous publications on chloramphenicol, has 
emphasized two factors: (1) uniformity of clinical response to 
treatment and (2) an inhibitory, rather than killing, effect 
against various infectious agents. At the University of Mary- 
land associates and I have continued observations on various 
diseases of bacterial and rickettsial origin. In the Salmonella 
group a total of 25 patients with typhoid have responded favor- 
ably to chloramphenicol treatment with improvement of the 
clinical condition in two days and return of temperature to 
normal in 3.5 days. Four patients in this series relapsed, and 


13. Smadel, J. E.; Bailey, C. A., and Mankikar, D. S.: Preliminary 
Report on the Use of Chloramphenicol (Chloromycetin) ‘in the Treatment 
of Acute Gonorrheal Urethritis, presented at the Second National Sym- 
posium on Recent Advances in Antibiotics Research, Washington, D. C., 
April 12, 1949; J. Clin. Investigation (supp.) to be published. 

14. Smith, R. M.; Joslyn, D. A.; Gruhzit, O. M.; McLean, I. W., Jr.; 
Penner, M. A., and Ehrlich, J.: Chloromycetin: Biological Studies, J. Bact. 
55: 425-448, 1948. 


15. Ehrlich and others.’ Smith and others.” 

16. Chittenden, G. E.; Sharp, E. A.; Glazko, A. J., and Schlingman, 
A. §.: Chloramphenicol (Chloromycetin) in Therapy of Bacillary Urinary 
Infection, presented at the Second National 8 ium on Recent 
Advances in Antibiotics Research, Washington, D. C., April 12, 1949. 
J. Clin. Investigation (supp.) to be published. 

17. Gauld, R. L.; Schlingman, A. S.; Jackson, E. B.; Manning, M. C.; 
Batson, H. C., and Campbell, C. C.: Chloramphenicol (Chloromycetin) in 
Experimental Cholera Infections, J. Bact. 57: 349-352, 1949. 

18. Smadel, J. E., and Jackson, E. B.: Effect of nas a on 
Experimental Infection with Psittacosis and Lymphogranuloma Venereum 
Viruses, Proc. Soc. . Biol, & Med. @7: 478-483, 1948. 

19. Smadel, J. E.; Traub, R.; Ley, H. L., Jr.; re C. B.; Wood- 

and Lewthwaite, R.: Chloramphenicol (Chloromycetin) in 
the epee hylaxis of Scrub Typhus ( oy my Disease): II. 
Results wi olunteers Exposed in Hyperendemic Areas of Scrub Typhus, 
Am. J. Hyg. 50: 75-91, 1949. 
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3 responded rapidly to readministration of the antibiotic. The 
fourth patient with relapse was untreated but recovered. The 
usual complications of typhoid occur, and chloramphenicol is 
not a substitute for the normal supportive care needed in these 
patients. Four subjects known to be typhoid carriers for ten 
or more years received an average total of 71 Gm. of chlor- 
amphenicol over a period of fifteen days and now continue to 
shed typhoid bacilli in the bile and stool. Ten patients with 
acute brucellosis of abortus and suis types have responded in 
a uniform manner to chloramphenicol treatment. The mean 
value for the day of illness that treatment was begun was 33, and 
that for the duration of fever after treatment was 2.7. Two 
patients relapsed, in one and in twelve months. Response to 
retreatment was immediate, and the offending organism main- 
tained its in vitro sensitivity. Dr. Harry M. Robinson Sr., 
professor of dermatology of our clinic, treated 13 patients with 
urethritis. They have responded to chlor- 


acute gonococch 
with single 3 Gm. doses than did 


amphenicol more favorably 
patients given divided doses of equal amount. Three patients 
with dark field=-positive lesions of early syphilis received initial 
doses of 3 Gm. and subsequent doses of 0.5 Gm. every four 
hours for varying periods. Serial examination of the lesion 
failed to reveal Treponema pallidum after thirty-six hours of 
treatment. These patients are to be studied further. Five 
patients with Rocky Mountain spotted fever contracted in 
May 1949 have responded to chloramphenicol in a similar man- 
ner, as described by Dr. Smadel. Antibiotic treatment should 
not be withheld from patients first observed late in their ill- 
ness At this stage, in addition to the specific therapeutic 
measures, particular attention must be directed toward ade- 
quate circulatory support 

Dr. Haroty T. Hyman, New York: I would like to know 
about the untoward effect of chloramphenicol as contrasted to 
aureomycetin. 

Dr. Harry Huser, Chicago: | should like to ask about the 
specific blood picture in patients on whom chloramphenicol has 
been used. I recently saw a patient who was said to have had 
a virus infection in November 1948, in whom asthma developed 
a little later. When I saw him in March 1949 he had a low 
grade fever, leukocytosis (15,000 white cells) and eosinophilia 
(25 per cent). This picture prevailed in spite of the usual 
medical treatment for asthma. He was later given som: chlor- 
amphenicol. Within three or four days after use of the drug 
his temperature returned to normal, blood cell count was normal, 
and his eosinophilia had decreased (5 per cent). There was a 
recurrence a week later, with a little fever and increase in 
the white blood cell count and the eosinophilia had gone up 
(15 per cent). A second course of chloramphenicol reduced 
the white blood cell count and the temperature to normal; the 
asthma disappeared, and the man has been quite well since. 
The eosinophil count came back to normal. 

Dr. Francis H. Revewtt., San Francisco: I have had con- 
siderable experience with chloramphenicol in urologic infections 
on the Pacific Coast, and | gave a talk before the American 
Urological Association a few weeks ago on that subject. If the 
first dose is to be 3 Gm. it is not necessary to give it all at 
once, that is, twelve capsules. It is best to give 1 Gm. (four 
capsules) the first hour, | Gm. the next hour and 1 Gm. the 
third hour, then start with 0.25 Gm. every three hours. Chlor- 
amphenicol, like streptomycin, has little effect against Staphy- 
lococcus aureus, the gram-positive coccus. How is one to 
take care of that infection? Sometimes, in the urinary tract, 
infective organisms change: one day there may be Proteus and 
colon bacilli, and the next day Staph. aureus added. To take 
care of the staphylococci one must give penicillin with chlor- 
amphenicol. I have had good results by giving 300,000 to 
500,000 units of penicillin, with absolute effectiveness against 
Staph. aureus, along with the 3 Gm. of chloramphenicol and 
continuing with 0.25 Gm. doses of the agent. 

Dr. Josepn E. Smaper, Washington, D. C.: Associates and I 
have observed no significant, untoward effects in patients who 
received chloramphenicol under our care. In certain instances, 
when 4 Gm. was given at one time, there was a moderate 
amount of-cerebral stimulation; this was about that which one 
would expect from 3 or 4 grains (0.19 to 0.26 Gm.) of caf- 
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fein or a few milligrams of amphetamine sulfate. Nausea, which 
not infrequently occurs during aureomycin therapy, was not 
encountered after chloramphenicol. We have no observations 
along the interesting lines mentioned by Dr. Huber. Early 
in the work with chloramphenicol, we worried about what this 
drug might do to the blood-forming organisms, and for this 
reason careful blood studies were made on our patients. No 
significant abnormalities were found, and eventually we became 
sufficiently bold to begin full therapy on patients with scrub 
typhus in Malaya even though they had severe leukopenia at 
the time. Some of these patients had white blood cell counts 
as low as 1,200 to 1,500. Even in these persons the drug pro- 
duced no evidence of destruction of blood formation; in fact, as 
the patient recovered from his disease the white count returned 
to normal. I do not agree with Dr. Redewill’s statement that 
the initial loading dose of 3 or 4 Gm. of chloramphenicol must 
be given in divided amounts over a period of hours. Even 
when the original experimental tablets of chloromycetin® were 
used (these were uncoated and bitter as gall) it was possible 
to give the designated amount within a few minutes. The 
chloramphenicol now available is dispensed in capsules which 
are relatively easy to take. It is true that many patients 
develop a mental block when confronted with twelve or sixteen 
capsules, all of which are to be taken at once. However, when 
the patient realizes the importance of the medicament lie can 
be persuaded to take it. 


PROVOCATIVE DIETS IN THE RECOGNITION 
OF FOOD ALLERGY 


HOWARD J. LEE, M.D. 
an¢ 


THEODORE L. SQUIER, M.D. 
Milwaukee 


Ingested foods are important causes of allergic reac- 
tions. They may provoke symptoms alone, or they may 
aggravate those primarily produced by inhaled antigens. 
The detection of foods responsible for clinical reactions 
is more difficult than the demonstration of inhalant 
offenders. Seasonal or massive exposure to inhalant 
allergens may result in attacks which are evident from 
the clinical history. Symptoms resulting from con- 
tinued ingestion of common foods are less easily related 
to the causal allergens. Both foods and inhalants can 
cause rhinitis, asthma, urticaria and other manifes- 
tations commonly associated with allergic reactions. In 
addition, less commonly recognized symptoms such as 
malaise, lassitude and headache, which may occur in 
inhalant reactions, may also result from food allergy. 
However, these symptoms alone, especially in the 
absence of demonstrated inhalant sensitivities, cannot be 
accepted as evidence of food allergy. Functional or 
organic disease is more apt to be responsible. 

Food allergy may occur at any age but is seen much 
more frequently in children. In infancy, the relation 
between symptoms and specific food ingestion is often 
recognized by the parent. A definite history of such 
early intolerance often is of material aid in the recog- 
nition of food allergy in later life. Adult patients who 
had unquestioned food allergy in childhood, if main- 
tained on a restricted and monotonous diet, may break 
the tolerance that previously had been established for 
such childhood sensitivities. Such breaks in tolerance 
are most apt to occur after illness, especially if that 
illness is associated with digestive disturbances. In the 
latter circumstance, one may suspect increased passage 
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of undigested protein through the protective barrier of 
the gastrointestinal tract. 

Reports attributing symptoms to food allergy often 
are not in accord with known facts of allergic reactions, 
either in experimental animals or in man. Undue 
emphasis is placed on complete exclusion of minute 
traces of specific food allergens from prepared foods. 
Passage of unaltered protein through the gastro- 
intestinal tract occurs most readily in infancy and early 
childhood. In adults, after excessive ingestion of cer- 
tain foods, enough protein may be absorbed to reacti- 
vate a preexisting food sensitivity and cause clinical 
symptoms. The purpose of this discussion is to empha- 
size not only that a definite threshold of food antigen 
absorption must be exceeded before ingested foods can 
cause a clinical reaction but that food allergy is not 
clinically present when a suspected food can be taken 
in large amounts for several days without subjective or 
objective evidence of intolerance. 

Unaltered protein molecules can and do pass into the 
circulation after ingestion of foods. Walzer’ demon- 
strated that urticarial whealing could be produced in a 
passively sensitized skin site after the specific test food 
was eaten. Subsequent experiments confirmed this 
observation, and whealing reactions in skin sites sensi- 
tize| with fish antibody occurred when the specific fish 
was eaten later. Ratner * was able to sensitize a num- 
ber of guinea pigs by continued forced feeding of milk, 
so that when it was again fed, after an interval of 
about three weeks, allergic reactions evidenced by symp- 
tom of varying severity, from mild respiratory irri- 
tation to fatal anaphylaxis, occurred in about half the 
exp rimental animals. 

Clinical symptoms are produced in allergic reactions 
only when absorption of the specific antigen, whether 
injected, inhaled, ingested or otherwise encountered, 
exceeds the threshold of specific tolerance at a given 
time. - Small doses of ragweed may be injected subcu- 
taneously without symptoms, but if the dosage is 
increased beyond a certain threshold, local and general 
reactions occur. The same amount of ragweed antigen 
tolerated without symptoms after a slowly absorbed 
subcutaneous injection can cause violent shock after 
intravenous injection. Both the speed and quantity of 
ingested proteins are greatly reduced when compared 
with that of proteins which are either inhaled or 
parenterally administered. Spies and his co-workers * 
found that skin sites which had been sensitized with 
a purified fraction of cottonseed antigen (CS-IA) and 
which reacted with urticarial wheal formation after a 
test injection of a solution containing 100 micrograms 
of this fraction required 8,000 times as much of this 
material to cause a reaction when it was taken by 
mouth. When crude cottonseed meal was fed, the 
amount required to cause a similar reaction in the 
sensitized sites increased to 20,000 times the amount 
of the injected purified fraction. Similarly, Bernstein 
and Feinberg * showed that skin sites passively sensi- 
tized with ragweed antibody showed no flare or other 
evidence of reaction after ingestion of as much as 5 Gm. 
of ragweed pollen. These experiments conclusively 
show that the quantity of specific protein absorbed 
from the gastrointestinal tract is only a small fraction 
of that which would enter the circulation if the same 


1. Walzer, M.: J. Immunol. 14: 143, 1927. 

Wan Ratner, B.: Allergy: Anaphylaxis and Immuno-Therapy Baltimore, 
illiams & Wilkins Company, 1943, p. 399. 
3. Spies, J. R.; Chambers, D, C.; Bernton, H. S., and Stevens, H.: 


ntitative Estimation of the Absorption of an Ingested Allergen, 
Allergy 16: 267 (Nov.) 1945. 
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amount were given parenterally. Accordingly, rela- 

tively large amounts of antigen may be taken without 
exceeding the threshold of tolerance for the production 
of symptoms. 

The variation in the allergenic activity of different 
foods is great. Certain foods are such potent allergens 
that minute amounts can and do cause violent symp- 
toms. Fish, nuts and many seeds belong to this 
extremely active group. Sensitivity to such food is 
almost invariably recognized by the patient because of 
the immediate and violent reaction. Avoidance must 
be complete or the threshold of tolerance will be 
exceeded. Because reactions to minute amounts of 
some foods occur, extreme measures of avoidance are 
often advised for less active allergens. Milk-sensitive 
patients, for example, are told that all cooked foods 
containing milk must be scrupulously avoided. We have 
never seen a milk-sensitive patient who gave evidence 
of intolerance for the small amounts of milk present in 
baked foods. Misguided and needless extremes of 
avoidance make the preparation of foods most difficult. 
When such extremes are recognized by the patient as 
unnecessary, it leads to disregard of other essential 
measures of allergic management. These fundamental 
principles must serve as guides in the management of 
all patients with food sensitivities. 

Every adequate study of allergy must consider the 
possibility of food sensitivity. Those patients who 
describe in detail bizarre reactions and who unhesi- 
tatingly attribute these reactions to infinitesimal 
amounts of specific foods may be more in need of 
psychiatric guidance than of care for allergy. As in 
all fields of medicine, the history provides valuable 
clues, and there can be no adequate allergic study 
without a good history. The story of reactions which 
may have occurred in infancy and childhood is of the 
greatest value. Although tolerance may have been 
established, excessive ingestion of a food which in 
childhood caused symptoms may lead to a return of 
specific intolerance. 

Skin tests at times can and do provide suggestive 
and helpful information. Bakers sensitive to wheat 
flour almost always have positive skin reactions to 
wheat and often strikingly demonstrate the fact that 
inhalant sensitivities can exist to a specific food allergen 
which may be taken by mouth without symptoms. 
Although some bakers sensitive to wheat as an inhalant 
also have symptoms when wheat is eaten, frequently 
wheat foods can be eaten without any demonstrable 
reaction. 

Since food sensitivity to split or altered fractions of 
foods can exist, clinical food allergy may be present 
when the reactions to skin tests are negative, and 
diagnosis is only possible by diet trial. Some phy- 
sicians have found elimination diets helpful. However, 
interpretation of results is difficult and often leads to 
false assumptions. Improvement observed after an 
elimination diet has been started usually is interpreted 
as evidence that the withdrawal of the excluded food 
resulted in improvement and, as a corollary, that the 
symptoms were therefore due to food allergy. This 
essentially negative evidence is often accepted as proof 
without further diet trial. As a result, patients are seen 
all too often who have continued an extremely limited 

diet for months at a time. Sometimes such patients 
are not allergic. The demonstration of true food 
sensitivity requires positive evidence. Symptoms must 
be produced repeatedly when the suspected food is fed, 
even though it is fed in disguised form. When food 
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sensitivity is present, symptoms regularly appear after 
approximately the same lapse of time following inges- 
tion. The production of clinical reactions by the 
feeding of a suspected food provides evidence which 
is much more convincing than the negative evidence of 
improvement after withdrawal. However, when symp- 
toms appear to have been produced by the trial inges- 
tion of a specific food, other possible causes, such as 
exposure to inhalant allergens, an intercurrent respira- 
tory infection or even simple coincidence, must be 
excluded. 

For several years we have used a simple provocative 
diet as an aid in the evaluation of food factors in 
allergic patients. . This diet was first described by 
Andreson ® and later modified by Black.* Unless the 
history or observations contraindicate, wheat, milk, egg, 
beef, orange and potato are eaten exclusively for a 
trial period of approximately a week. These foods, 
which are the major constituents of a normal diet, 
provide adequate nutrition, and the regimen can be 
followed with a minimum of discomfort. They also 
are the foods most frequently responsible for food 
allergy. When sensitivity exists to any of these major 
foods, increased symptoms are almost always evident 
before the end of the trial period and may become 
increasingly severe. When this forced and exclusive 
diet can be taken without the evidence of exacerbation 
of symptoms, both patient and physician have an ade- 
quate demonstration that the foods in question cannot 
he of causative importance. It must again be empha- 
sized that when exacerbations occur with this pro- 
vocative diet, further observation and trial is essential 
before food factors can be finally incriminated. Increased 
exposure to pollens or other inhalant allergens may 
have occurred at the same time. Diet trial, regardless 
of the type used, is always more difficult during the 
pollen season in patients who are pollen sensitive, but 
repeated trial will in time give a satisfactory answer. 
Such a provocative diet can of course be modified as 
indicated by special circumstance. It provides a satis- 
factory method for obtaining positive evidence of toler- 
ance for basic foods. The extreme depletion which all 
too often results from ill advised and long-continued 
elimination diets will never occur if provocative diets are 
used. Often, by the time the trial diet has been com- 
pleted in the allergic study, food factors can be reason- 
ably excluded. On the other hand, when the evidence 
indicates that symptoms are indeed caused by foods, 
subsequent investigation, based on information already 
obtained and suggested by the history and diet record, 
can be carried out by diet trial. 


CONCLUSION 

We recognize that food allergy does occur and can 
be an important cause of allergic disease. Reactions 
caused by foods are comparable in all respects to 
hypersensitivity reactions in general. Definite criteria 
for recognition exists, and rigid standards must be met 
before the diagnosis of food allergy can be accepted. 
We believe that the use of the provocative diet described 
will aid in avoiding unjustified elimination, based solely 
on subjective evidence, of certain foods. Sensitization 
to suggestion will be minimized. The provocative diet 
is a positive aid in the identification of specific food 
allergens and in the intelligent management of patients 
with real food intolerance. 


5. Andreson, A. F,. R.: Ulcerative Colitis: An Allergic Phenomenon, 
Am. J. Digest. Dis. ®: 91 (March) 1942. 

6. Black, J. H.: Practice of Allergy, St. Louis, C. V. Mosby Company, 
1948, p. 295. 


ABSTRACT OF DISCUSSION 


Dr. Hat McC. Davison, Atlanta, Ga.: The diagnosis and 
treatment of food sensitivity is a most important problem. 
Many instances ‘ allergy to foods are overlooked because 
physicians do not consider the possibility of allergy as a cause 
of the patients’ symptoms. The incidence of allergic mani- 
festations in man is becoming more frequent, and the question 
arises as to the cause. Bronfenbrenner of St. Louis showed 
that guinea pigs with scurvy are readily sensitized to egg white 
by ingestion. Pottenger of Monrovia, Calif., produced asthma, 
allergic coryza, skin lesions and gastrointestinal symptoms in 
cats by feeding them cooked foods only. It required proper 
feeding of raw foods for four generations to eradicate the 
allergy in the offspring of these cats. It is known that 
the allergic state may affect the nutrition of patients; it is 
also known that various states of malnutrition facilitate the 
production of sensitivity in experimental animals. Subclinical 
malnutrition may, therefore, be the responsible factor in the 
increase of allergy in man, and the production of the allergic 
state in an infant may depend more on the state of nutrition of 
the pregnant mother than on any other one factor. It is 
nearly always necessary to prove to patients that they are 
sensitive to foods before they will undergo the deprivation 
necessary for successful treatment. The best proof of food 
sensitivity is the fact that symptoms are relieved by removal of 
a food from the diet and reproduced at will by reintroduction 
of that food into the diet. It is not wise to depend on any one 
method for the diagnosis of food sensitivity. The information 
obtained from history and skin tests may be a sufficient guide 
to successful treatment. If not, depending on the patient’s 
physical condition and other practical considerations, my asso- 
ciates and I use one of the following methods: Rowe's elimi- 
nation diets; Gay's five diets; Alvarez’ rice, lamb and pears; 
Black's provocative diet; Rinkel’s clinical food tests; the milk 
diet, and starvation (water, salts and chemically pure dextrose). 
Drs. Lee and Squier have stated the reasons why the use of 
the provocative diet of six or eight common foods is an excel- 
lent method for the diagnosis of food sensitivity. However, 
at times the use of this diet causes an undesirable increase of 
symptoms, while at other times the increase or decrease in 
symptoms is so slight as to be inconclusive. When there has 
been no conclusive change, we have at times been able to prove 
food sensitivity by the use of the starvation diet. We find 
that we are using this last method more and more often, 
because, after all, it is the quickest way to determine whether 
unrelieved allergic symptoms are primarily due to food sensi- 
tivity or not. 

Dr. Puitipe M. Gorrt.ies, Philadelphia: The paper by Drs. 
Lee and Squier on provocative diets is certainly provocative. No 
one can take issue with their primary thesis that any food eaten 
frequently in any quantity and still tolerated by the patient 
without symptoms is a food to which that patient is not sensi- 
tive, nor will anyone take issue with their thesis that the 
addition of a food to the diet is a more positive and more 
definite way of proving food allergy than the negative evidence 
adduced by elimination diets and similar methods. However, 
those who have tried such methods often run into psychic 
conflicts because the patient has been repeatedly told, usually 
on the basis of a skin test, never to partake of one particular 
food. It takes some persuasion, to induce patients to take the 
food, and when they do there is so much fear of the conse- 
quences that it is frequently difficult to evaluate the clinical 
response. I have adopted a number of clinical methods of 
circumventing this difficulty. One is to prescribe dry skimmed 
milk, egg powder, wheat flour or the like in capsules, without 
the patient’s knowledge of the contents. When that technic 
is used, the symptoms that follow can hardly be claimed to 
be due to psychosomatic factors. I have also introduced the 
food into the barium used during roentgenologic studies; the 
barium meal hides and disguises the nature of the food. Another 
way is to introduce the food without the patient’s knowledge 
through a gastric tube or a Levine tube. I am forced to take 
issue with Dr. Lee regarding the occurrence of sensitivities of 
considerable severity following the ingestion of small quantities 
of processed and cooked foods. I know of one patient who had 
definite allergic symptoms following the ingestion of one drop 
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of 1: 10 dilution of milk, and I am sure that patient had symp- 
toms whenever milk was taken in a disguised form in food. 
However, I must agree with Dr. Lee that there are quantitative 
tolerances. It is sometimes possible, with cooperative patients, 
to determine the exact level of the quantitative tolerance. I 
had a patient who by repeated trial and error proved that he 
could take 1 ounce (30 cc.) of milk in his coffee without 
symptoms, but if he drank one 8 ounce (237 cc.) glass of 
milk at one time, he would invariably have symptoms. Simi- 
larly, a physician was able to take 2 squares of commercial 
chocolate without having migraine, but the ingestion of 4 squares 
would result in migraine. The leukopenic index is another 
method of attempting to clarify certain obscure cases of food 
sensitivity. However, the method is time consuming and 
tedious. 

De. Howarp J. Lee, Milwaukee: Dr. Davison gave the 
reasons why Dr. Squier and I prefer to use the provocative 
diets which were outlined. The patient who will not eat 
certain foods because of a psychic conflict presents the primary 
reason for the use of the diet trial. Unfortunately, occasionally 
one sees patients of that type who will not eat the food even 
if it .s demonstrated to them that they are not sensitive to it. 
They are definitely in need of psychiatric help. The statement 
about milk was that we have not seen a patient who was milk 
sensitive who could not tolerate milk in baked foods. 


REHABILITATION OF THE QUAD- 
RIPLEGIC PATIENT 


SAMUEL S. SVERDLIK, M.D. 
and 
HOWARD A. RUSK, M.D. 
New York 


There is no more formidable disability in medical 
experience than quadriplegia. In the past, this disability 
has been approached with an attitude of hopelessness 
and jutility by both physician and patient. The follow- 
ing report which outlines experience over the past two 
years with a group of 23 patients who were quadriplegic 
when admitted to the Rehabilitation Wards at Bellevue 
Hospital refutes the validity of this attitude. 

All the patients in this series had pathologic condi- 
tions of the spinal cord in the cervical region due to 
trauma or disease. Those with progressive diseases 
such as multiple sclerosis were not included. The 
23 cases included 10 of traumatic origin (fracture, 
fracture-dislocation, dislocation and contusion), 3 polio- 
myelitis; 3 bony exostosis (hypertrophic arthritis), 
and 2 arachnoiditis. The remaining cases included 
hemangioma, multiple neurofibromatosis (von Reckling- 
hausen’s disease) and 1 intrinsic cord lesion of unde- 
termined causation. 

In evaluating quadriplegia, the first consideration is 
to determine the height of the lesion by a routine neuro- 
logic examination. In 8 of the traumatic cases there 
Was inv olvement of the fifth and sixth cervical vertebrae. 
Stewart's ' studies of the distribution of arthritic lipping 
in the vertebral joints revealed that there was a maxi- 
mum amount of change of the vertebral bodies in the 
cervical regions at the level of the fifth and sixth verte- 
brae. In seeking an explanation for this site of trau- 
matic election, he studied a series of patients with 
lateral roentgenograms of the cervical spine in hyper- 
extension and hyperflexion. By plotting the arc of 
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each vertebral motion, he found that the maximum 
movement occurs between the fifth and sixth vertebrae. 
Becauge of this mechanical phenomenon, this level 
becomes the logical site of traumatic selection of cervical 
injuries. It is an unfortunate site because the major 
nerve roots innervating the triceps muscle are frequently 
damaged at this level. Since adequacy in crutchwalking 
is dependent on a strong forearm extensor group of 
muscles (triceps) the significance of trauma at this site 
is apparent. 

In the rehabilitation of the quadriplegic patient it is 
of prime importance that he be seen early, in order that 
spasticity and other contributing causes to contractures 
may be controlled. The status of bowel, bladder, 
decubitus ulceration and general paresis of the trunk 
and abdomen must be appraised in terms of their 
severity and amenability to correction before rehabili- 
tation is considered. 


The management of the quadriplegic patient is 
twofold: (a) definitive measures directed toward pre- 
paring the patient for rehabilitation and (b) the 
rehabilitation training program. 


The definitive measures are :* 


1. Prevention of deformities or contractures (a) by the 
judicious use of splints (plaster of paris, plastic, footboards and 
sandbags) and (b) by a planned procedure for passive motion 
by a therapist or nurse to all movable joints. 

2. Exercises: At the earliest permissible time active and 
passive exercises should be begun to prevent atrophy of disuse, 
to maintain or improve muscle strength and to prevent the 
deconditioning phenomenon of bed rest. Particular efforts 
should be extended toward maintaining strength in the arm and 
hand muscles. Reverse push-ups (pushing sandbags or dumb- 
bells) are of particular benefit. Breathing exercises to maintain 
normal aeration, to correct reverse breathing and to establish 
new breathing patterns are likewise necessary. 

3. Care of the skin: The management of decubitus ulcers 
may be considered as twofold, prophylactic and therapeutic. 
The usual prophylactic measures are frequent turning and keep- 

-ing the bed clothes and patient dry. The necessity for mainte- 
nance of general nutrition and the necessity for protein 
supplementation directed toward maintaining normal blood pro- 
tein levels as well as vitamin supplementation are obvious. The 
full thickness skin graft for the closure of large decubitus ulcers 
has been the most effective measure in this group. 

4. Bowel and bladder training: Measures should be under- 
taken for regulation of sphincter impairment as soon as feasible. 
Evaluation of the bladder status should be made as indicated. 
A catheter should never be left in the urethra for more than 
five days without being changed, as calculi formation around 
the catheter tip often occurs. Routine urinalyses should be 
performed in order to insure the early treatment of urinary 
infections. As soon as possible, the patient should be placed on 
a rigid twenty-four hour training schedule starting with one- 
half hour intervals for voiding, and the intervals should be 
increased to individual tolerance. Several of the patients in this 
group are presently on a four hour schedule. The management 
of the bowels usually resolves itself to one of constipation which 
can be controlled through the use of bulk-forming foods, and 
enemas or glycerin suppositories as necessary. 

5. Prevention of cardiovascular and respiratory decondition- 
ing: All patients in this group exhibited a blackout, syncope- 
like phenomenon when the first attempts to sit up were made. 
Since the work of Dietrick and his associates ? demonstrated 
the hyperreaction to the tilt-top table after prolonged bed rest, 
it seems obvious that semirecumbent posture for at least part 
of the day is indicated. After prolonged bed rest the patient 


2. Dietrick, E.; Whedon, G. D., and Shorr, E.: The Effect of 
Bed Rest and Immobilization upon Varin Chemical and Physiological 
Functions of Normal Men: Their Modification by the Use of the Oscillat- 
ing Bed, read before the Conference on Metabolic Aspects of Convalescence 
Includ Bone and Wweune + Josiah Macy, Jr., Foundation, 
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should be kept in the sitting position for only a few seconds 
the first day, and thereafter the intervals should be gradualiy 
increased to full tolerance. 


Before instituting any rehabilitation program three 
tests are necessary to evaluate the extent of the disa- 
bility. The first test is a comprehensive definitive 
muscle test using the National Foundation for Infantile 
Paralysis scale of grading (normal, good, fair, poor, 
etc.). The second test is for joint range of motion. 
The third test, and probably the most informative, 
is an Activities of Daily Living Test,* which is a list 
of ninety-nine simple self-care and ambulatory activi- 
ties, the performance or nonperformance of which indi- 
cates the degree of disability. This third test is divided 
into two main categories, nonwalking activities and 
walking activities. The nonwalking activities are such 
items as moving in bed, performing toilet functions 
(brushing teeth, combing hair, shaving and washing), 
eating and drinking activities, dressing, writing, opening 
and closing doors, getting from the bed to the wheel- 
chair, to toilet seat from wheelchair, and into or out of 
an automobile. The person with partial quadriplegia 
can often ambulate satisfactorily with adequate bracing 
and proper training in the use of crutches; in this event 
the test would include walking on flat surfaces, up 
standard ramps, curbs and steps, and finally onto and 
off public transportation vehicles. It is not possible to 
teach ambulation and elevation to the patient with com- 
plete quadriplegia. His program must be designed for 
a wheelchair existence. 

On the basis of these observations the extent of 
disability is accurately established. These functional 
tests describe the extent of the disability in such terms 
as are easily understood by the patient ; they also afford 
the physician a clear picture of the problem with which 
he is faced. They define his problem so that he may 
deal with “first things first” and avoid injudicious use 
of time and effort in attempts to ambulate a patient who 
cannot get in or out of bed. This functional test also 
affords an opportunity for gaging the efficacy of treat- 
ment in terms of accomplishments. 

On the basis of the total evaluation data, the patient 
is placed on a five hour training program. Physical 
therapy, in the form of heat, is usually used prior to any 
exercise session, particularly if any pain or spasticity 
is present. Hydrogymnastics, electrical stimulation of 
muscles and ultraviolet radiation are all valuable. Occu- 
pational therapy is prescribed for both its psychologic 
and specific physiologic and functional values. Such 
activities as would require hand and arm motions are 
obviously beneficial to these patients. Special training 
routines are instituted to teach the patient how to roll 
from side to side in bed and how to sit up in bed. Mat 
exercises, push-ups on the mat, wall pulleys and similar 
exercises are added at opportune times in an effort to 
improve the strength of the upper part of the body. 
Periodic muscle tests are done to evaluate the degree of 
return of muscle power. 

Accurate prognosis in quadriplegic patients can be 
made only after a preliminary period of six weeks of 
rehabilitation training. After this period and a reevalu- 
ation of the status of the patient, noting return of motor 
power, the psychologic attitude toward his disability 
and the social and vocational problem, a long range 
program may be outlined. It has been found that the 
full utilization of the patient’s waking hours in any 


3. Deaver, G. G., and Brown, M. E.: Physical Demands of Daily Life, 
New York Institute for the Crippled and Disabled, 1945. 
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form of activity, using occupational therapy and recrea- 
tional therapy, makes for a more cooperative patient. 
Activity alleviates anxiety. The success or failure of 
any rehabilitation program rests with the patient's 
attitude toward his disability, and this cannot be over- 
emphasized in the case of quadriplegic patients. Time 
spent with the patient and the family in discussing the 
problem with which they are faced is invaluable for 
future orientation and planning. 

Mechanical devices play an important role in fostering 
independence in these patients. An important device is 
an abdominal corset to overcome flaccid abdominal 
muscles and diaphragmatic paresis, thereby establish- 
ing adequate breathing mechanisms. In 3 cases in the 
reported group this abdominal support was found to be 
essential in order for them to remain in the sitting 
position without dyspnea. In 1 case of traumatic 
quadriplegia it was found that the use of a partially 
inflated basketball bladder inside an abdominal binder 
was necessary to provide added resistance. 

Large grips on forks, knives, combs and_ tooth- 
brushes are necessary when finger flexion is weak. 
I:xtended handles on these utensils enabled patients 
with poor elbow flexion to help themselves. Recum- 
bency glasses, automatic page turners and _ projection 
devices which are available for bedridden patients are 
often extremely helpful. One patient was afforded 
greater independence in his legal practice through the 
use of an electrically activated typewriter with a remote 
control keyboard. Although his weakened fingers could 
not activate the standard keyboard, they had sufticient 
strength for this special sensitized keyboard. He also 
uses a telephone, which is secured to a laboratory ring 
stand with a buret holder. A toggle switch device 
which he can easily handle enables him to make normal 
use of the telephone. All these devices can be secured 
from local telephone companies at a moderate cost. 

The bed for the quadriplegic patient should have a 
soft foam rubber type mattress. The sheeting materials, 
hed covers and rubber sheeting should be carefully 
selected so as to avoid any irritating surfaces that may 
produce undue skin trauma. The height of the bed 
should be the same as the seat height of a standard 
wheelchair (22 inches, 66 cm.), because this facti:cstes 
the patient’s moving from the bed to the wheeicnaif. 
The use of a trapeze over the head of the bed provides 
the patient with a means of raising himself up to a 
sitting position or helping himself onto a bed pan. 
Beyond this, the trapeze cannot be considered as thera- 
peutically effective, since exercises with this device only 
strengthen forearm flexor muscles and do not strengthen 
the important forearm extensor group. 

The selection of the wheelchair for the quadriplegic 
patient is of paramount importance and the type should 
be as carefully prescribed as specific drugs. The 
collapsible aluminum wheelchair has proved to be the 
best type. Upholstered armrests, foam rubber cushions, 
high back extensions for headrests, lap boards and arm 
slings coming off goosenecks from the back of the chair 
make for greater comfort and independence in a wheel 
chair. The placement of the drive wheel either fore of 
aft is often the difference between dependent 
independent movement. Self-propelling wheelchairs are 
available, but the experience in this study does not 
justify any comment on their merit. In certain selected 
cases, however, they may be helpful. 

An L shaped attachment to the armrests of a wheel 
chair: alowed one patient to get into and: out of 
wheelchair unaided. The armrest height required aa 
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angulation of her elbow which placed her weakened 
forearm extensors at a mechanical disadvantage, but 
when the arm was less acutely angulated she was 
capable of performing this activity. 

* Wooden knobs placed on the drive wheel rim allow 
for gripping where weak grip exists. The crutches for 
many of these patients require stabilization straps above 
the handle in order to minimize wrist mobility. Spe- 
cially designed clothes are also helpful. Zippers or 
hooks can replace buttons. Imagination and ingenuity 
are important in creating new devices to make these 
patients more comfortable and self sufficient. 


REPORT OF CASES 
The following reports of 2 cases illustrate rehabili- 
tation problems in the quadriplegic patient. 


Case 1—S. K., a white man aged 28, was admitted to the 
Rehabilitation Ward of Bellevue Hospital in February 1948 
with a history of three episodes of injury to his neck and head, 
the first in April 1944. Bloody spinal fluid was obtained by 
lumbar puncture following each attack, and by October 1945 
weakness developed in all four extremities, with increased 
reflexes, sphincter impairment and patchy sensory loss to pin- 
prick and touch from the level of the sixth cervical vertebra 
downward. In April 1947 a laminectomy was performed and a 
cavernous hemangioma was found between the fifth and seventh 
cervical vertebrae. A decompression procedure was done, but 
the hemangioma was not removed. Because of the severe spas- 
ticity and generalized clonus, the patient could only perform 
eighteen of the ninety-nine functions in the test of activities of 
daily living. 

His program consisted of muscle-strengthening exercises for 
his upper extremities, preceded by thermotherapy. With 
improvement in the strength of his upper extremities, particu- 
larly the triceps and finger flexor groups of muscles, from fair 
to good, he was fitted with double bar long leg braces with a 
pelvic band. Eight weeks after admission he was capable of 
maintaining an erect position in braces. Over the next eight 
weeks he gradually gained ability to perform all self care, walk- 
ing and climbing activities to the extent of climbing two hundred 
or more steps without assistance. At present his braces have 
been reduced to a foot drop brace with a 90 degree stop on a 
stirrup attachment on his right shoe. He uses one cane and is 
completely independent and capable of returning to work. 

Case 2—E. G., a white man aged 29, was admitted to the 
Rehabilitation Ward of Bellevue Hospital in May 1948. He was 
unable to walk because of progressive weakness and ankylosis 
in all four extremities, which had its onset twelve years prior 
to admission, with pain in the right interscapular region fol- 
lowed by gradually developing weakness, particularly on the 
right side. Many sacral decubitus ulcers and a shortening of 
the left leg had developed in the intervening period. A lami- 
nectomy was performed on the basis of diminished sensation 
to pinprick at the level of the fifth cervical vertebra, and a 
bony exostosis was found impinging on the cord at this level, 
bridging the interspace between the fourth and fifth cervical 
segments. This observation had not been determined by prior 
roentgenograms of the cervical vertebrae. Following recovery 
from this procedure, the patient was transferred to the Rehabili- 
tation Ward for training. He was found to have poor extensor 
muscles in both hands and flexion deformity at both wrists. 
His forearm extension bilaterally was poor. He had flexion 
contractures at both hips and knees and an ankylosis of the leit 
heel. He could perform only 19 of the 99 aetivities of daily 
living. 

His program was similar to that described in case 1 with 
the exception that a long leg brace with an extension to his 
left shoe was tried in an effort to accomplish walking. How- 
ever, the brace aggravated the gluteal area producing an ulcera- 
tion, and only after several attempts at closure was this 
controlled. As a result of many previous lesions, there was 
little skin with which to repair this lesion. Since ambulation 
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was not feasible, he was trained for wheelchair existence. His 
home was found to be adequate for self care in the wheelchair, 
with the exception of the entrance to the bathroom. This was 
corrected by removing some shelving near the bathroom door. 
He is now completely independent in the wheelchair, and pos- 
sibilities for home employment are being investigated. 


COMMENT 


In the 23 quadriplegic patients admitted to the wards 
at Bellevue Hospital, the onset of disability on admission 
to the Rehabilitation and Physical Medicine Service 
varied from five weeks to twenty-five years. The aver- 
age stay was twenty-one and one-half weeks. However, 
this was not all actual training time, as many patients 
remained on the rehabilitation wards while receiving 
definitive treatment for their decubitus ulcers, for vari- 
ous orthopedic and urologic problems, and in many 
instances because of home and housing problems. The 
actual rehabilitation training time necessary to bring 
the patient to maximum improvement was twelve weeks. 

The final results may be evaluated as follows: of 
the 23 patients, 13 became ambulatory; 5 of the 13 did 
not require any braces. Of the remaining 10, 5 became 
wheelchair independent and 3 became wheelchair depen- 
dent (required assistance in getting into and out of 
their wheelchair), 2 remained primarily bed and limited 
wheelchair patients. 


Of the 23 patients, 18 were considered employable. 
Eight are presently working, 1 of whom is wheelchair 
bound. Of the remaining 10, 3 are wheelchair patients 
who are potentially employable, 4 are undergoing voca- 
tional training, 2 are job placement problems and 1 is 
at present attending college. With an enlightened 
attitude toward employability, 3 of the 5 patients not 
considered employable could well perform some duties 
as in-institution employees. 

Quadriplegia is one of the most severely disabling 
physical disabilities encountered in the practice of medi- 
cine. However, when the modern technics of rehabili- 
tation are used, the attitude of hopelessness and futility 
is not justified. The rehabilitation program for the 
quadriplegic person must embody patience, imagination, 
understanding and the “rehabilitation team’ approach. 
With such a program a large majority of persons 
heretofore considered hopeless invalids can be trained 
for useful dignified living. 


ABSTRACT OF DISCUSSION 


Dr. H. Wortey Kenpett, Chicago: Heat in relation to 
many problems in physical medicine becomes a routine pro- 
cedure, but it cannot be prescribed without caution for the 
paraplegic patient. I would like to ask the author the type of 
heat, how much has been employed in the technic, the area that 
is heated at any one given time, and what technic is used to 
guard against overheating; also an opinion as to the relative 
importance of heat against the possible complications that one 
might encounter in the over-all treatment program of the 
quadriplegic person. 

Dr. D. Maurtecto, Wilkes-Barre, Pa.: I would 
like to ask the author what he uses in the management of 
lymphedema of the lower extremities of these cases. I would 
also like to ask him his experience with mephenesin (tolserol®) 
or neostigmine to reduce spasms; also whether he knows of 
any signs by which one can prognosticate which quadriplegic 
patients will make a good recovery. Some who can walk 
around and rehabilitate themselves recover so thoroughly that 
they can walk with a cane. The fellow patient with quadri- 
plegia wonders whether he will be able to do the same. 
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Dr. H. Burt, London, England: In England most of the 
paraplegic patients are treated in one hospital. There are 
whole wards full of paraplegic persons. A patient who thinks 
he has absolutely no chance of doing any work is in the bed 
next to somebody who has been in for a year and who can 
manage we'l. The arrangement has proved to be good indeed. 
A few nearby houses have been taken over by the hospital, 
and when the patient has recovered to a certain extent, he 
goes to one of these houses with his family, and for a week 
or a fortnight they practice, as it were, living together. The 
relatives have pointed out to them the various difficulties, and 
if anything goes wrong, it is put right. This system has been 
a great help in getting the patients back to a moderately reason- 
able and normal life. 

Dr. F. F. Scuwartz, Birmingham, Ala.: I would like to 
ask the author to describe his management of contractures of 
the lower extremities with marked clonus and spasm and to 
comment on electrical stimulation of. the quadriceps surae, 
especially where there is spasticity. 

Dr. Samvuet S. Sverpurk, New York: In answer to Dr. 
Kendell’s question regarding heat, we have found that in the 
presence of severe neurologic disorders, nothing but radiant 
heat is feasible. We have to allow ourselves the privilege of 
seeing the skin beneath the heating element, and we are cautious 
lest any unnecessary burns be produced. Also, the existence 
of concomitant vascular deficiencies in this neurologic derange- 
ment doesn't allow for any contact heating device at all. Heated 
water likewise must be used guardedly in view of the fact that 
we might unduly traumatize the skin. The time element nec- 
essary tor the production of any desirable effect by heating is 
varied. Ten minutes was found to be minimal, and we never 
went beyond twenty minutes in any case. In answer to Dr. 
Mauriello’s question, we did not run into the problem of 
lymphedema to any pronounced degree in this group, although 
lymphedema is common in paraplegic persons. The use of anti- 
spasmodic drugs such as mephenesin or neostigmine likewise 
Was not particularly effective or necessary in this group with 
quadriplegia. We have not encountered unmanageable spas- 
ticity in quadriplegic patients. Bracing has controlled this con- 
dition as adequately as any drug therapy that we have used. 
The prognosis in these cases is exceedingly evasive in terms 
of pure clinical evaluation. A simple dislocation will often 
result in severer disability than a dramatic fracture, and the 
only test that can be considered is the test of time and trial. 
Treating all these patients by the routine described and seeing 
the degree of response that occurs after a period of six weeks 
will give one more insight into the prognosis than any clinical 
sign. The existence of priapism and other such signs that have 
been described in neurology textbooks do not in any wise affect 
rehabilitation prognosis in these cases. Concerning Dr. 
Schwartz's comment on the use of electrical stimulation to con- 
trol clonus and minimize contractures, we have not encountered 
severe clonus and spasticity that was unmanageable with drugs 
or other devices; we did not require the use of electrical stimu- 
lation to combat the clonus, and we have found in this par- 
ticular group that braces have been sufficient. 

Dr. Howarvo A. Rusk, New York: Next to automobile 
injuries more of our traumatic quadriplegias have been due to 
surf accidents than any other cause. Persons dive into the wave, 
and it twists them; then the body acts as the lash of the whip, 
and the fifth and sixth cervical vertebrae being the weak point, 
the snap is there. Last summer we had 4 patients on our 
ward with fractures between the fifth and sixth cervical ver- 
tebrae, all due to surf diving or rolling in with the waves. The 
danger of fracture has been inadequately pointed out in all of 
our water safety programs. One other point might be worth 
emphasizing, and that is the necessity for the physician in charge 
of these quadriplegic patients to visit the patient’s home before 
he is discharged from the hospital. In 1 of the cases reported, 
it would have been impossible for the patient to take care of 
himself at home had not a few simple changes been made, the 
sills taken off the bathroom door and some shelves removed 
that would allow turning of the wheelchair. Initiating such 
home changes is just as important as any other of the integral 
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facets of the total training program, and if the physician fails 
to do that, in some instances he has not met a primary need 
of his patient. One method that we have used to control 
lymphedema in paraplegic patients is pulley therapy and an 
overhead frame, with a pulley set about 3 feet (91 cm.) back 
from the end of the table and the feet put up in stirrups of the 
type that one would put a patient in to perform a pelvic exami- 
nation. With the overhead pulley coming back and _ the 
hand grip, we give our paraplegic patients Buerger’s exercise 
when indicated. It is excellent exercise in developing the 
shoulders and upper arm muscles. We have found it effective 
against lymphedema along with sodium limitation and in some 
cases water diuresis. On both services in New York, we give 
these patients an antispasmodic drug, whether mephenesin or 
curare, for five days. If one is not effective, we switch. We 
know that it is not too scientific, but the trial and error method 
has been the most useful one in our hands. In the quadriplegic 
patient, if operative intervention is possible, we favor early 
exploratory laminectomy, not only for the possibility of immedi- 
ate therapeutic relief but also for its value in talking factually to 
the patient and getting him to accept his disability and training. 


PROPHYLACTIC ADMINISTRATION OF PENI- 
CILLIN TO OBSTETRIC PATIENTS 
Additional Data 


WILLIAM C. KEETTEL, M.D. 
and 
E. D. PLASS, M.D. 
lowa City 


A previous communication ' recorded our experience 
with the prophylactic administration of penicillin to 
women during labor and shortly after delivery between 
Feb. 3, 1947 and Jan. 31, 1948. In that study a control 
group of 430 patients was compared with two treated 
series given 600,000 (202 women) and 900,000 units 
(263 women) of penicillin. Patients were grouped 
alternately according to their admission to the labor 
rooms. Women delivered abdominally and those receiv- 
ing penicillin therapeutically for any reason were 
excluded, but no other selection was employed. Peni- 
cillin suspended in beeswax and oil was used for the 
first ten months, but subsequent to that date penicillin G 
in oil and wax was utilized. The two groups showed a 
distribution according to parity, financial status, inci- 
dence of operative intervention and gestational and 
parturitional complications similar enough to make com- 
parisons reasonably valid. 

The penicillin-treated group showed no significant 
reduction in intrapartum fevers or one day fevers, 
suggesting that such elevations in temperature are not 
generally attributable to infection, at least not to infec- 
tion with penicillin-sensitive organisms. The incidence 
of fevers lasting two or more days, generally viewed 
as evidencing significant infection in the pelvis or else- 
where, was reduced from 10.2 to 4.7 per cent. More- 
over, when the prophylactic dose of penicillin was 
900,000 rather than 600,000 units (initial dose 600,000 
as compared to 300,000 units), the two day fever rate 
fell from 6.9 to 3 per cent, indicating the superiority of 
the larger initial dose, which produces higher blood 
levels and more prolonged action. 


From the Department of Obstetrics and Gynecology of the University 
of Towa College of Medicine. 

Dr. J. H. Allen, Dr. Lucians E. Barrere and Miss Betty Towner of the 
Department of Ophthalmology aided in this study. te 

Read before the Section on Obstetrics and Gynecology at the Ninety- 
Eighth Annual Session of the American Medical Association, Atlantic 
City, N. J., June 10, 1949. } 

1. Keettel, W. C., and Plass, E. D.: An Evaluation of Prophylactic 
Penicillin Administration to Parturient Women, to be published. 
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With this available experience, a continuing experi- 
ment was started July 19, 1948 and _ terminated 
April 10, 1949, the control and treated groups being 
selected to favor the former. The control series 
(group A) included all private and part-pay patients 
who were delivered by the senior staff and more experi- 
enced residents, while the treated series (group B) 
was made up of indigent patients delivered almost 
exclusively by senior medical students and interns. 
The delivery room technic and postpartum routine 
were the same. Only patients delivered abdominally 
and those who received penicillin therapeutically for 
some intercurrent condition were excluded. 

Penicillin G* of the procaine type for injection in 
aqueous suspension was used. It was believed that this 
type would be ideal for prophylaxis because the peni- 
cillin is liberated slowly after intramuscular injection 
and the bacteriostatic effect is prolonged. An intra- 


TasB_e 1.—Complications of Pregnancy and Labor 
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Group A Group B 
Control Penicillin 

Complication Series Series 
300 312 
Premature separation............. 5 4 
6 24 
0 1 
0 2 
1 3 
391* 388* 
Postpartum hemorrhage.......... 6 y 
Prolonged second stage........... 44 37 
Premature labor... 13 29 
Intrapartum 26 18 
3 2 
3 4 
415* 427* 


* Number is greater than total because of duplications. 


muscular injection of 600,000 units of procaine peni- 
cillin was given as soon as possible after the onset of 
labor, and 300,000 units were administered similarly 
twenty-four hours later, after delivery. Each dose was 
given as a single intramuscular injection. When labor 
was prolonged more than twenty-four hours the larger 
dose was repeated at twenty-four hour intervals until 
delivery. On the average the antepartum dose was 
administered four to six hours before delivery and the 
postpartum injection eighteen to twenty hours after 
delivery. 

Antepartum cervical cultures were made on all 
patients in the treated groups, and conjunctival cul- 
tures were made of their babies at birth and again after 
twenty-four hours. With the permission of Walter L. 
Bierring, Commissioner of Health for the State of 
lowa, no additional ophthalmic prophylaxis was given 
the children of mothers in the treated series. Under the 
same authority, babies in the control group had 1 drop 
of 1 per cent freshly (daily) prepared silver nitrate 
Solution instilled into the right conjunctival sac, which 
Was kept open with retractors for one minute, and 


2. The penicillin for the study was supplied by E. R. Squibb & Sons. 
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approximately 0.1 Gm. of penicillin ointment (100,000 
units of penicillin G per gram) placed in the left sac. 
The prophylactic applications were repeated three hours 
after birth, The Department of Ophthalmology con- 
ducted the bacteriologic study, which is the subject of a 
separate report by Allen and Barrere.* 


TasLe 2.—Method of Delivery 


Group A Group B 

Control Penicillin 
Series Series 
Spontaneous delivery.............. 280 287 
Foreeps 13 
Spontaneous breech................ 4 13 
Breech 6 6 
396 386 


In the second study being reported herein the con- 
trol series (group A) totaled 391 women (396 chil- 
dren), and there were 382 women (386 children) in 
the treated series (group B). 

There were 10 per cent more primigravidas in 
group A and a smaller incidence of women over 30 
years of age. Group B had more grande multiparas, 
which probably explains the higher incidence of preg- 
nancy complications, such as toxemia (table 1). Of 
the complications of labor, only prolonged second stage 
was more common in group A. The higher incidence 
of induction of labor by artificial rupture of the mem- 
branes in group B (26.1 per cent as against 10.2 per 
cent) entailed more vaginal examinations early in labor. 
The incidence of spontaneous deliveries (table 2) and 
of perineal repairs, and the types of analgesia and 
anesthesia did not differ significantly in the two series. 

Oral temperatures were recorded every four hours 
during labor and the six to nine days of puerperal 
hospital stay, excluding 2 a. m. One day fevers per- 
sisted less than twenty-four hours; first day elevations 
of temperature were included. “Two or more day 


TaBLe 3.—All Puerperal Febrile Reactions 


Group A Group B 
Control Penicillin 
Series Series 

Intrapartum Fevers............... 26 18 
1 0 


fevers” persisted for more than twenty-four hours, the 
first twenty-four hours after delivery being excluded. 
Fevers on two or more nonconsecutive days were 
included in this category. Any fever, irrespective of 
the duration of the elevation in temperature, during 
labor was listed as intrapartum fever. The lower limit 
of “fever” was 38 C., or 100.4 F. 

3. Allen, J. E., and Barrere, L. E.: Prophylaxis of Gonorrheal Oph- 


thalmia of the Newborn: V. Comparison of Effectiveness of Penicillin 
and Silver Nitrate, J. A. M. A. 141: 522 (Oct. 22) 1949. 
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From table 3 it is evident that all types of puerperal 
fever were more common in the control group, but that 
the most significant difference involved the “two or 
more day fevers,” where the rate was 6.4 per cent in 
the controls as against 1.3 per cent in the treated 
series. Except in rare instances the fever was ascribed 
to endometritis because of the absence of signs of 
extrapelvic or localized extrauterine pelvic infection. 
Six patients in group A and 1 in group B were ill 
enough to justify therapeutic doses of the antibiotics 
and supportive treatment. There were no deaths in 
either series. 

There were 3 stillbirths and 2 neonatal deaths in 
group A, as compared with 5 stillbirths and 4 neonatal 
deaths in group B, a total child mortality of 1.3 and 
2.3 per cent, respectively. The stillbirths were attribu- 
table to toxemia (2), ablatio placentae (1), erythro- 
blastosis (2) and congenital anomaly (1), with 2 
unexplained by autopsy. The only full term neonatal 
death involved a hydrocephalic child (group B). The 
remaining neonatal deaths concerned premature chil- 
dren (birth weights 1,000, 1,600, 1,700, 1,680 and 
2,295 Gm.). The largest premature child died follow- 
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Puerperal morbidity 1926 to 1949, Department of Obstetrics and Gyne- 
cology, University Hospital. 


ing a surgical attempt to correct a congenital esophageal 
atresia with tracheoesophageal fistula. 

Combined bacteriologic data from the two reports 
revealed 8 cases of gonococcic cervicitis, an incidence of 
1.5 per cent, as compared to 4 per cent reported in 
1939 from this clinic by Tucker.*. The predominant 
organisms obtained from cervical cultures taken ten 
days before delivery were Streptococcus viridans (50 
per cent), Staphylococcus aureus (37 per cent), 
Staphylococcus albus (26 per cent), Candida albicans 
(20 per cent) and beta-hemolytic streptococci (10 
per cent). 

Conjunctival cultures taken immediately after birth 
were sterile in 66 per cent of group A and 66.5 per 
cent of group B children. Gonococci were not recovered 
from any child. Gram-positive cocci were cultured 
from 31.5 per cent of group A as against 21.7 per cent 
of group B children, whereas the incidence of gram- 
negative bacteria was 1.9 per cent and 8.3 per cent, 
respectively. 

Twenty-four hour conjunctival cultures from the 
right eyes (silver-nitrate-treated) of group A children 
showed no growth in 61.1 per cent; and those from 
the left eyes (penicillin-ointment instillation) were 


4. Tucker, W. W.; Trussell, R. E., and Plass, E. D.: Latent Gonorrhea 
in Obstetric Patients, Am. J. Obst. & Gynec. 38: 1055-1060 (Dec.) 1939. 


sterile in 71.4 per cent. This latter figure corresponds 
closely with the 73.3 per cent absence of growth in 
cultures from babies in whom indirect ophthalmic 
prophylaxis was attempted by maternal intrapartum 
penicillin injections. As in the immediate postnatal 
cultures, gram-positive cocci were significantly more 
common in children treated with silver nitrate. 

Pronounced chemical conjunctivitis was present only 
in the eyes receiving silver nitrate. However, catarrhal 
conjunctivitis, inclusion blenorrhea and lacrimal duct 
obstruction were not influenced by the type of pro- 
phylaxis. 

Procaine penicillin G in aqueous suspension proved 
more easily injected and produced less pain than the 
oil and wax preparation used in the earlier study. In 
addition the equipment was more easily and quickly 
cleaned. There was no abscess formation and only 
a single significant local inflammatory reaction. One 
patient had generalized urticaria eight days after the 
last injection. 

COMMENT 

One commonly accepted criterion for the effectiveness 
of obstetric, and especially parturient, care is the post- 
partum course of the body temperature. By inter- 
national agreement early in this century, the puerpera 
was allowed a latitude of one degree Centigrade (18 
degrees Fahrenheit) by reason of her curious position 
on the borderline of normality, and she was designated 
as febrile only when her temperature reached 38 C., or 
100.4 F. By taking oral temperatures at four hour 
intervals even transient fevers became evident. It soon 
became apparent that fever during the twenty-four 
hours after delivery had no significance, and it became 
common practice to exclude such elevations from further 
consideration. Moreover, temperature elevations per- 
sisting for not more than twenty-four hours ordinarily 
appeared clinically unimportant, and emphasis was laid 
on fevers of more than one day’s duration as pre- 
senting objective evidence of infection in the genital 
tract or elsewhere. In the absence of definite proof 
of an extragenital source, such infections were <esig- 
nated endometritis or, after appearance of an extfa- 
uterine pelvic focus, as infection of a specific pelvic 
structure. 

It is generally agreed that the majority of puerperal 
pelvic infections are due to organisms introduced from 
without during or before labor, but that certain endoge- 
nous pathogens are responsible for some puerperal 
fevers. Over the years, continuing efforts have been 
made to protect the obstetric patient from the former 
by improvements in surgical technic, reduction of genital 
tract trauma, prompt repair of lacerations and ante- 
partum care designed to improve the general health and 
to anticipate the development of serious disease compli- 
cations. Under this plan, maternal morbidity in well 
regulated hospitals gradually declined. The introduc- 
tion of blood banks and the more generous use of blood 
transfusions led to further improvement, and _ finally 
the antibiotics brought the morbidity rate to its present 
low point. The changing incidence of puerperal fevers 
observed at the University Hospitals is presented m 
the accompanying figure. The reduction in febrile 
postpartum morbidity is striking, changing front 20.8 
per cent in 1926 to 4 per cent in the first few months 
of 1949, but our data suggest that routine penicillin 
prophylaxis to all patients will reduce the rate still 
further. Whether such prophylactic therapy will reduce 


HES 
j 
gi 


= 


VoLume 142 
NUMBER 5 


the number of fatal or extremely serious puerperal 
genital infections is equivocal, for these serious infec- 
tions are now uncommon and the control series did 
not contain any. It may be that penicillin in the doses 
employed rendered the more susceptible exogenous and 
endogenous organisms innocuous. 

In spite of the evidence here presented that large 
doses of penicillin administered prophylactically during 
labor wi!l reduce the incidence of postpartum fevers otf 
more than twenty-four hours’ duration to as low a rate 
as has been reported, it seems questionable whether 
such prophylaxis should be made routine practice in the 
normal woman who can be expected to deliver herself 
without difficulty. Not only is such prophylaxis expen- 
sive, but there is questionable value in prevention of 
minor pelvic infections. And there is always the fear 
that reliance on such protection will lead to violation 
of the ordinary surgical principles essential to good 
obstetric practice. However, accumulating evidence 
indicates that, especially in prolonged labor, difficult 
operative delivery or certain antepartum complications, 
the administration of the antibiotics in addition to the 
usual supportive measures provides additional safety for 
mother and child. The further inference to be drawn 
from these data is that those conditions which provoke 
transient febrile responses in the puerperium are not 
susceptible to control by penicillin, and that use of the 
antibiotic is not necessary for their control. By con- 
trast, fevers of longer duration appear to be largely 
on the basis of infections with susceptible organisms, 
so that therapeutic penicillin early in the course of the 
complication may be advisable. 

This series is too small to permit evaluation of the 
etiect of penicillin administration in the prevention of 
neonatal deaths from infection. However, the presence 
of therapeutic levels of the antibiotic in the amniotic 
fluid would suggest that the sequelae of severe amnio- 
nitis, such as intrauterine pneumonia and _ septicemia, 
may be materially reduced. 

The results on neonatal ophthalmic prophylaxis with 
penicillin administered directly to the conjunctivas or 
indirectly through injections into the mother confirm 
the observations of others that this method is effective 
in preventing gonococcic ocular contamination but does 
not significantly alter the other conjunctival flora. 
There appears to be no good reason at present to dis- 
card the traditional use of weak silver nitrate solutions 
for this purpose, since the latter is inexpensive, easy 
to apply and effective when properly instilled. More- 
over, the occasional case of gonococcic ophthalmia 
which may be expected with any type of routine prophy- 
laxis can be effectively combated by intramuscular 
injections and local applications of penicillin, provided 
the diagnosis is established before the appearance of 
irreparable ocular damage. 

CONCLUSIONS 

The intramuscular administration of large doses of 
penicillin to parturient and early puerperal women does 
not significantly alter the incidence of intrapartum or 
one day fevers but does reduce the fevers of longer 
duration and greater clinical significance by approxi- 
mately two thirds. There is probably no reason for 
prophylactic administration of penicillin to normal 
women, but the drug should be administered prophy- 
lactically to women with prolonged and difficult labors 
and to those potentially. infected. 
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Penicillin applied in an ointment directly to the 
conjunctivas of the newborn infants or administered 
indirectly by intramuscular injections to the mother 
during labor is an effective ophthalmic prophylactic 
but is essentially no better than the traditional silver 
nitrate solution. 


ABSTRACT OF DISCUSSION 


Dr. E. Stewart Taytor, Denver: This well organized and 
valuable experiment has provided information on two subjects : 
First, the effect of penicillin in reducing puerperal morbidity 
has been demonstrated; second, further information has been 
obtained regarding penicillin as a prophylactic measure against 
ophthalmia neonatorum. The febrile course has been reduced 
in the treated group. The medical students and interns on Dr. 
Plass’ service, working with patients of low income levels, were 
with the help of prophylactic penicillin able to make a record 
in puerperal morbidity five times better than that of Dr. Plass’ 
senior staff members. Postpartum cultures were not taken 
from the uteri of these patients. Had such cultures been taken 
we should have found anaerobic streptococci and other anae- 
robes present in most uteri of the untreated patients. Providing 
uterine drainage is adequate and the resistance of the host is not 
reduced the multitudes of anaerobic organisms usually do not 
produce puerperal infection. Prophylactic penicillin given dur- 
ing labor and during the early puerperium will usually render 
the uterine cavity bacteriologically sterile, providing drainage 
of lochia is adequate and there are no retained products of 
conception. In the ordinary uncomplicated bacteriologically 
clean labor patient prophylactic penicillin is not necessary. We 
make use of it prophylactically at the University of Colorado in 
obstetrics under the following conditions: (1) when labor is 
prolonged over twenty-four hours; (2) when membranes are 
ruptured longer than twenty-four hours; (3) in intrapartum 
fever; (4) when the parturient patient has an upper respiratory 
infection; (5) when valvular heart disease complicates preg- 
nancy, as a measure to avoid postpartum bacterial endocarditis ; 
(6) when cesarean section is done after ruptured membranes or 
any amount of labor; (7) after difficult forceps operation, version 
or manual removal of the placenta; (8) during the after-care of 
genital lacerations other than elective episiotomy, and (9) as a 
prophylactic against intrapartum infection of the fetus and fetal 
membranes in cases of early premature rupture of the mem- 
branes. Penicillin is not a panacea specific for intrauterine 
organisms that lead to neonatal sepsis of the fetus. The colon 
bacillus is a frequent offending organism in infections of the 
newborn. Penicillin is inert as a weapon against colon bacilli 
in the doses used herein. For this reason we believe that it is 
important to use sulfadiazine prophylactically with penicillin in 
cases of premature rupture of the membranes and in cases of 
threatened intrapartum infection. We have had no experience 
with penicillin as a prophylactic against ophthalmia neonatorum. 


Dr. Lovis H. Dovetas, Baltimore : This paper by Dr. Keettel 
is a continuation of the original study on the same subject. By 
combining the figures in both papers, a sum is reached which is 
large enough to warrant drawing conclusions which are sig- 
nificant. The fairness and honesty of the essayist in presenting 
his subject is most refreshing. I find myself unable to disagree 
with his conclusions and his opinions. Especially am I in accord 
with his statement that the giving of penicillin routinely to 
every patient in labor is inadvisable. Not only are the reasons 
advanced true, but in addition it must be remembered that a 
small number of persons have either an acquired or an inherent 
idiosyncrasy to the drug and that a severe reaction may occur 
with a possibly disastrous effect on the baby. If the practice 
were to become universal it might well be that some clinics or 
persons would consider a dosage somewhat smaller than the 
recommended 900,000 to 1,200,000 units over a twenty-four hour 
interval to be sufficient. Would it not then be possible for 
organisms to become penicillin fast, so that the therapeutic value 
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of the drug would be lost if infection did later develop? The 
staphylococcus is particularly prone to exhibit this trait, the 
streptococcus less likely to. When the patient is exposed to 
infection or when it has developed there is a definite indication 
for penicillin, but in either instance full dosage should be 
employed. Among these indications may be included premature 
rupture of the membranes, either spontaneous or artificial, when 
labor does not promptly ensue; extensive uterine manipulations 
from below, prolonged labor and tests of labor. With increas- 
ing knowledge of roentgen pelvimetry, it is now decided to 
allow a certain number of patients to have a real test of labor, 
patients who a few years ago would have had an elective 
abdominal delivery or at the most a short trial labor and then 
a cesarean section. And in recent months there has been advo- 
cated in cases of moderate mid pelvic contraction not only a 
test of labor but also a “test of forceps.” The forceps are 
applied and gentle traction made; if no advance occurs, the 
forceps are removed and the patient is delivered abdominally. 
Proponents of this procedure object to the term “failed forceps,” 
preferring the aforementioned term, “test of forceps.” Certainly 
neither of these two methods would be feasible or permissible 
were it not for the added protection of penicillin. Therefore it 
would appear to be proper to follow the recommendations of 
Dr. Keettel not to use penicillin in every case of labor but to 
reserve it for those in which it is indicated. And when penicillin 
is used it should be given in a dose sufficiently large to produce 
the desired result. 

Dr. Wittam C. Keerttet, lowa City: One point not men- 
tioned in the paper was the larger number of complicated 
premature infants in the treated series because of more com- 
plicated cases. Despite this fact the premature salvage was 
much better than that in the control group. The number 
of cases is not large enough to be statistically significant, 
but if results in a larger series prove this to be true it certainly 
would be significant. Since the controlled experiment was dis- 
continued, 90 indigent women have been delivered. In this group 
there have been 9 cases of two or more day fevers, which is 
twice as many as there were in the preceeding ten months. Still 
unanswered is the final question whether a puerperal patient is 
best treated by penicillin prophylaxis and an afebrile puerperal 
course, or whether there is harm in waiting the development of 
a febrile course and then treating the patient intensively. Since 
puerperal infections are so easily treated at present we are not 
recommending routine penicillin prophylaxis. However, in 
the future should the indirect approach prove the more desir- 
able method of ophthalmic prophylaxis then routine penicillin 
prophylaxis can be justified. 


Acute Appendicitis.—The present decade has witnessed a 
spectacular drop in the mortality rate of acute appendicitis. 
This is nationwide and is reflected in the reports of small 
institutions as well as those of large centers. There were 
14,113 fatalities due to appendicitis in the United States in 
1939, while in 1946 there were only 5,285. Commenting on 
this progress, the Metropolitan Life Insurance Company stated, 
“There is good reason to believe that within the next few 
years appendicitis will be reduced to a very minor cause of 
death in our country and that medical science and public health 
administration will close another important chapter in their 
history.” That many factors are responsible for this improve- 
ment is illustrated by the divergence of surgical opinion on 
the role each has played. These tend to fall into four general 
headings: first, public health education with its resulting earlier 
seeking of treatment by patients; second, improved operative 
management with emphasis on the elimination of drains and 
greater use of the McBurney incision; third, the improved 
methods and agents in the field of preoperative and post- 
operative supportive therapy, and, fourth, sulfonamide com- 
pounds and antibiotics—Louis R. Slattery, M.D.; S. A. Yan- 
nitelli, M.D., and J. Willian Hinton, M.D., Acute Appendicitis, 
Archives of Surgery, January 1950. 


THE FEDERAL GOVERNMENT AND AMERICAN 
INDIANS’ HEALTH 


FRED T. FOARD, M.D. 
Washington, D. C. 


The question whether the federal government has 
fulfilled its responsibility to the American Indian with 
respect to providing health facilities is best answered 
by the disease and death records among Indians, which, 
by comparison with similar records for the general 
population, speak for themselves. 

To infer that progress has not been made over a 
period of years in the improvement of health conditions 
among American Indians would be far from correct. 
Much progress has been made, particularly since 1911 
when the first specific appropriation, in the amount of 
$40,000 for that year, was allowed by Congress for 
health work among Indians. Increased recognition on 
the part of the federal government of its responsibility 
in providing health and hospital facilities for Indians 
has been reflected in lower specific death rates among 
Indians as increased appropriations have been made 
available from year to year. 

To the time of writing, thirty-eight years after 1911, 
there are seventy-one hospitals (sixty-four in Conti- 
nental United States and seven in Alaska) operated for 
the exclusive use of Indians, yet only limited preventive 
medical services have ever been provided. That funds 
appropriated for health services among Indians have 
been reasonably, effectively used is indicated by a 
decided reduction in specific death rates among the 
Indians, particularly from those diseases against which 
vaccination is effective, including typhoid, smallpox and 
diphtheria. 

However, just as appropriations for preventive 
medical programs for Indians have not kept pace with 
federal, state and local appropriations for health facili- 
ties for the general population, the reductions in specific 
death rates among Indians have not kept pace with 
the spectacular reductions in specific death rates among 
white persons. The higher prevalence of disease among 
Indians in 1911 and 1949, except for those diseases 
which have been controlled through the use of vaccines 
and serums, is proportionately as great now as it was 
thirty-eight years ago. 

For the protection of the health of the general popu- 
lation the community, the town or city, the county, the 
state, the federal government and private health organi- 
zations are equally interested in health conservation, 
and in many instances each contributes to its financial 
support. But many thousands of the Indians, through 
no fault of their own and because of the poor economic 
conditions under which they have existed since they 
were placed on reservations, continue to exist in some 
of the most arid and nonproductive areas of the country. 
They are without more than limited resources of their 
own and must depend almost entirely on the federal 
government for such health facilities as are provided. 
Insufficient funds to provide effective public health 
(preventive disease) services for Indians on all reserva- 
tions or to adequately staff with professional personnel 
the seventy-one hospitals for which the federal govern- 
ment through the Bureau of Indian Affairs is respon- 
sible, is primarily the reason for the disgracefully high 
specific disease death rates that continue to prevail 
among Indians as compared to the death rates from the 
same diseases among the general population. 


Director of Health Division, Bureau of Indian Affairs. 
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Tuberculosis among all age groups of Indians and 
intestinal infections, particularly among Indian infants 
and children, are excellent examples. These two dis- 
eases take a high toll of Indian lives each year. While 
deaths resulting from these and other controllable 
diseases vary slightly among different tribes of Indians, 
depending to a great extent on economic conditions, 
they are far out of line with what should be tolerated 
especially among a racial group a majority of whom 
are wards of an otherwise benevolent government. 
The death rates among Indians as submitted from the 
state of Montana for 1947 are, in general, about the 
same as those submitted from other states in which 
large groups of Indians reside. The death rates quoted 
herein are official. They are furnished by the depart- 
ments of health of the states to which they refer or, 
where they apply to Tribes only, from the records of the 
Indian Agency having jurisdiction. 


THE TUBERCULOSIS DEATH RATE 


The tuberculosis death rate for the general popula- 
tion (the United States as a whole) in 1947 was 33.5 
per 100,000. For Indians in Montana it was 244.4, a 
ratio of 7.6 deaths among Indians to 1 among white 
persons. Among the Navajos in 1947 it was 302.4 
per 100,000 population, a ratio of about 9 to 1. In 
North Dakota in 1947 the tuberculosis death rate was 
366 per 100,000, a ratio of about 10.9 deaths among 
Indians to 1 among the white population. These high 
tuberculosis death rates prevail among the Papagos of 
Arizona, among the natives of Alaska and among other 
tribes of smaller populations. Although complete infor- 
mation is not yet available for 1948 and 1949, sufficient 
statistical information has been received to indicate that 
the tuberculosis death rate among all the 400,000 
Indians in continental United States and Alaska will 
average above 200 deaths per 100,000 population. 

On an average, the country over, there exist approxi- 
mately 9 cases of tuberculosis for each death which 
occurs. Our data from chest roentgen ray surveys 
already conducted among many tribes of Indians 
will support the ratio of a minimum of 9 cases 
of tuberculosis among Indians to each death which 
occurs. By conservative estimate, based on both 
the observations of the Bureau of Indian Affairs and 
the established nationwide ratio of cases to deaths, 
there are about 2,400 Indians in continental United 
States and Alaska who are suffering with active 
tuberculosis and are in need of hospitalization. To 
care for tuberculous patients the National Tuberculosis 
Association, the American Trudeau Society and the 
United States Public Health Service recommended a 
minimum of 2% hospital beds for each death that occurs 
from that disease. Among the Indians, where the case 
load is extremely high, we need a minimum of 3 beds 
per annual death, or a total of about 2,400 beds to care 
for tuberculous Indians. 

To accommodate tuberculous Indians the Indian 
Service maintains a total of 929 beds and contracts 
with other agencies for an additional 300 beds. The 
Indian Service has available, therefore, a iotal of 1,229 

S to accommodate a conservatively estimated mini- 
mum of 2,400 Indians with active tuberculosis. The 
other 1,170 tuberculous Indians, approximately 50 per 
cent of the total, for lack of hospital facilities to 
accommodate them or adequate field health services to 
teach them the dangers of the disease, are being per- 
mitted or compelled (many Indians for whom accom- 
modations are not available would like to be admitted to 
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hospitals) to wander at large among their own people, 
each a definite danger to those with whom he comes in 
contact. When one observes the living conditions of 
many thousands of Indians, crowded together as they 
are in one room, dirt floor hogans, in small tents or in 
shacks of primitive construction and without any 
modern sanitary facilities, one wonders with amaze- 
ment why tuberculosis among American Indians is 
not many times more prevalent than it actually is. 

Aside from the shortage of more than 1,100 hospital 
beds to accommodate Indians with active cases of 
tuberculosis, sufficient funds have not been made avail- 
able by the federal government to permit full utilization 
of all beds available. In 1948, for lack of funds, 
only 60 per cent of the beds available for tuberculous 
Indians could be utilized. During the first half of the 
fiscal year of 1949, for which the information has been 
received from all six Indian Service sanatoriums and 
from sanatoriums operated by other agencies with which 
the Indian Service is contracting for the care of 
tuberculous patients, the total average case load was 
592, or 337 short of their operating capacity. 

From the Sioux Sanatorium, Sioux City, S. D., 
for lack of adequate operating funds, it was necessary 
to discharge, during the last half of the fiscal year 1949, 
25 patients with tuberculosis whose treatment had not 
been completed. Of the 25 patients discharged, 17 
had positive sputums at the last examination before 
they were discharged. In addition to those discharged 
10 persons with newly diagnosed cases of tuberculosis 
found during the month of February 1949 who desired 
hospitalization at Sioux Sanatorium were advised that 
they could not be accepted until after the beginning 
of this fiscal year 1950, when funds would again be 
available. Early in the last half of the fiscal year 1949 
it was likewise necessary to discharge from Ah-Gwah- 
Ching Sanatorium in Minnesota 12 patients whose 
treatment had not been completed. In every instance 
the six sanatoriums operated by the Indian Service in 
continental United States have had a waiting list of 
patients with active tuberculosis who could not be 
admitted either because of a lack of funds to operate 
through the year, or because of an insufficient number 
of beds to accommodate applicants for admission. 

As in the case of other highly infectious diseases, 
the spread of tuberculosis can only be controlled by 
the isolation of the patients with active, sputum-positive 
infection from those who are susceptible to the disease 
but who have not yet contracted it. This is not being 
done and cannot be done among the American Indians 
for whom hospital accommodations are not provided by 
the Bureau of Indian Affairs and for whom funds are 
not available to expand the contractual service with 
non-government-operated sanatoriums. 

As long as this condition prevails, the rate of tubercu- 
losis infection among Indians will continue to be high 
and little progress will be made in_ controlling 
tuberculosis among Indians as a racial group. 


INFANT MORTALITY 

Along with tuberculosis, diseases of infants and chil- 
dren, with infantile diarrhea as the most important of 
this group, contribute greatly to the over-all high death 
rate among the Indians as a racial group. In Montana, 
a state in which the infant death rate (all causes) among 
the white population is one of the lowest in the nation, 
the infant death rate among Indians in 1948 was 116 
per 1,000 children born as compared to 28 for the state 
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and 32 for the nation as a whole. As a specific disease 
infantile diarrhea killed 51 Indian children in Montana 
in 1948 per 1,000 children born as compared to 4.1 
deaths per 1,000 children born in the state and 5.6 
deaths per 1,000 children born in the general popula- 
tion. The ratio of deaths from this disease in Montana 
was therefore 14 times greater among Indians than 
among the general population. 

Among the Navajos of Arizona and New Mexico 
the infant mortality rate per 1,000 children born was 
191 and 227 for 1947 and 1948, respectively, as com- 
pared to 32 and 31 for the same years among the 
general population. This represents a ratio of 6 and 
7 times more deaths among the Navajo Indians than 
among the general population of the country as a whole. 
In 1948 deaths of infants under 1 year of age among 
the Navajos from all causes accounted for 40.7 per cent 
ot the total deaths occurring among those of all ages, 
and deaths of children under 5 years of age, from all 
causes, accounted for 55.7 per cent of the total deaths 
among all ages. 

When one includes figures on the Papagos of Ari- 
zona, several of the tribes in the Dakotas and the natives 
of Alaska the infant mortality and tuberculosis death 
rates are equally as high as those among the Indians of 
Montana or among the Navajos of Arizona and New 
Mexico. The occurrence of typhoid among Indians 
as a racial group is more than 4 times greater than 
that among the general population. Trachoma, a 
readily controllable disease when the cases can be 
found and brought to treatment, is again increasing 
in several tribes of Indians for whom sufficient mem- 
bers of the field staff (nurses and eye specialists) are 
not available to locate, diagnose and treat this disease. 
The pneumonia morbidity and mortality rates among 
reservation Indians, probably because of poor housing 
conditions and exposure during the winter, is uniformly 
much higher among Indians than among the general 
population. The death rate from pneumonia among the 
different tribes of Indians varies widely according to 
the climatic conditions undet which they live. For the 
tier of Northern states, where climatic conditions 
are most severe during the winter season, the pneu- 
monia death rates among Indians in 1948 as compared 
to the rates among non-Indians in the same states were 
higher in Nebraska by 8 to 1, in South Dakota 3 to 1, 
in North Dakota 4 to 1, in Montana 5 to 1 and in 
Wyoming 17 to 1. 

General sanitation, including housing facilities, sani- 
tation of water used for domestic purposes, sewage and 
excreta disposal and food sanitation, has been neglected 
to an extent that the sanitary conditions under which 
many thousands of Indians live are nothing short of 
primitive and are unknown for any other group of 
persons in the United States. 


APPROPRIATIONS AND PERSONNEL FOR 
INDIAN HEALTH SERVICES 

From 1911 to 1940 year to year increases in 
appropriations for health services for Indians made pos- 
sible fairly good progress in the reduction of death 
rates resulting from certain communicable diseases. 
During that period many hospitals were constructed, 
and availability of professional personnel (physicians 
and nursing personnel) made it possible to staff on a 
fairly adequate basis the hospitals that were provided 
for Indians. Since the beginning of World War II, 
however, neither appropriations for the proper mainte- 
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nance and operation of hospitals nor those for providing 
needed field health (preventive medicine) services have 
kept pace with the greatly increased cost of maintaining 
and operating these services. In some instances hos- 
pital buildings, quarters for personnel and the main- 
tenance and replacement of equipment have been 
neglected because of lack of funds to such an extent 
that even an average degree of efficiency cannot be 
maintained. Likewise, for lack of sufficient appropria- 
tions to compensate professional personnel on a basis 
comparable to salartes paid for medical officers by 
state and local governments and by other federal 
agencies, it has been impossible for the Bureau of 
Indian Affairs to recruit more than the minimum per- 
sonnel required to keep the doors of many Indian 
hospitals open. With seventy-one hospitals varying 
in bed capacity from 15 to 337, and for the operation 
of which the Bureau of Indian Affairs is responsible, 
only 102 full time resident physicians were employed 
and on duty as of Oct. 1, 1949, an average of only a 
fraction more than 1 physician per hospital now 
accepting patients. As of October 1, four hospitals 
were operating without a resident medical officer in 
attendance and with only nurses in charge of the limited 
number of patients that can and must be accepted for 
such nursing care as the nurse can provide. Fifty 
hospitals varying in bed capacity from 15 to 60 beds 
were operating with only one resident physician in 
charge. Thirteen hospitals with bed capacity up to 
eighty beds were operating with only two resident 
physicians on duty, and the remaining four hospitals 
and sanatoriums varying in bed capacity from 80 to 
337 beds were operating with more than 2 but not more 
than 7 physicians in charge. 

Salaries for all physicians employed by the Indian 
Service must be kept to an irreducible minimum to 
stay within budgetary limitations, and this necessity is 
responsible to a great extent for the inability of the 
Bureau of Indian Affairs to compete with other agencies 
in the recruitment of medical personnel to be engaged 
in either hospital or field health services. Until funds 
are made available to permit the payment of salaries 
comparable to those paid by other agencies and an 
increase in the number of physicians from the 102 
now employed to a total of approximately 250 needed 
to operate the seventy-one hospitals and an adequate 
field health service for which the Indian Service is 
responsible, the Indians of the country will continue to 
receive inadequate medical care. 

In each of the fifty hospitals for which only one 
physician is provided at present, the physician in 
charge is on duty or on call twenty-four hours of each 
day for eleven months of the year (one month annual 
leave is allowed) with no opportunity for educational 
refresher courses and with little opportunity to attend 
professional conferences. In addition to being respon- 
sible for the care of patients admitted to these small 
hospitals the one physician in charge is in most instances 
also responsible for such outpatient clinic service and 
for such field health services as are provided. 

Extreme difficulty has been encountered in recruiting 
nurses urgently needed to fill hospital staff vacancies 
and field (public health) nursing positions. As of 
Sept. 1, 1949 there were 123 vacancies of a total of 
835 hospital nursing positions allowed to operate the 
seventy-one hospitals for which the Bureaw of Indian 
Affairs is responsible. The shortage of staff nurses 
has in a few instances necessitated the closing of hos- 
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pital wards and in many other instances has necessitated 
the utilization of nonnursing personnel to give care to 
tients. 

A field nursing program has been the only public 
health (preventive medicine) service provided by the 
Indian Service. However, of 125 public health nurses 
needed for field work only 104 positions are allowed 
under budgetary allotments for the fiscal year 1950, 
and as of Sept. 1, 1949 only 69 positions were filled 
to provide nursing service for Indians in the states and 
Alaska. This shortage of public health nurses has 
left many Indian Reservations without any public 
health nursing service and in many instances has 
increased the areas served by presently employed nurses 
to the extent that efficient service cannot be given. 

Despite the shortage of professional personnel to 
provide adequate medical care and public health facili- 
ties for the Indians, there are related conditions which 
make the improvement of the health of the Indians, at 
least among some tribes, a doubly difficult task. There 
are many Indians in continental United States who 
neither speak nor understand the English language. To 
converse with them it is necessary that the public health 
nurse or other health worker, whose responsibility it is 
to teach the Indians the dangers of disease and how to 
prevent it, must be accompanied by an interpreter who 
can speak the language of the people. 

It cannot be said that the Indians are responsible 
for this deplorable situation. According to Mr. W. W. 
Beatty, Director of Education of the Bureau of Indian 
Affairs, there are approximately 15,000 Indian chil- 
dren of school age on the Navajo Reservation alone 
(Arizona and New Mexico) for whom there are no 
classroom accommodations available in the government- 
operated Indian schools. Therefore, there is no oppor- 
tunity for these Indian children to obtain even a primary 
school education. Many of these children live in 
extremely isolated areas and come in contact only 
with their own people, who speak in tribal language. 
They do not so much as have an opportunity to hear the 
English language spoken. 

Similar conditions to a less aggravated degree may 
be found on the Papago Reservation, where a little 
over half of the children of school age are attending 
school; on the Arizona Apache Reservation, where a 
substantial number of children are out of school, and 
in remote parts of Alaska, where there are about 2,000 
children who do not have access to schools. Until 
these conditions can be corrected and a basic primary 
education for Indian children has made English a 
common language of oral exchange, so that it will be 
possible to communicate with these Indians through 
the medium of the printed page, work in health educa- 
tion will be seriously handicapped. 

It is a lasting tribute to the physicians and nurses of 
the Indian Service, who have given so unstintingly of 
their time and efforts to render the best service pos- 
sible under the most trying circumstances, that the 
Indian Health and Hospital Service has not completely 
broken down during these recent years when there 
has been an unnecessary shortage of funds for the 
efficient operation of hospitals and a corresponding 
necessary shortage of personnel to render adequate 
service, 

Although public health (preventive medicine) service 
has long since been recognized as a most important, 
if not the most important, part of any over-all com- 
munity health program, the consistent lack throughout 
the history of the Bureau of Indian Affairs of any 
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organized public health (preventive medicine) program 
for the Indians is a situation which national pride 
should never have tolerated throughout all the years 
since the Indians were conquered and placed on lands 
that the white man thought he would never need. 
When the Indians were made wards of the government 
many years ago, a majority of them were placed on 
reservations in some of the most arid and nonproductive 
areas of the entire country. Their economic status, 
for which they cannot be held responsible, has com- 
pelled them to continue to be dependent on the govern- 
ment—a government which has contributed liberally 
to the promotion of the health of the general population, 
including all other racial groups in our country, and 
even to the improvement of health conditions in many 
foreign countries, yet has consistently neglected to 
provide equally adequate health (and educational) 
facilities for this group of people who by decree of their 
conquerors have been permitted or required to live in 
squalor and as a disease-ridden racial group for more 
than a hundred years. No matter what the cost, until 
the disgracefully high death rates among the Indians 
of America are brought more closely in line with death 
rates among the general population, there can be but 
one answer to the question, “Has the federal govern- 
ment fulfilled its responsibility to the American Indian 
with respect to providing needed health facilities” ?— 
The answer is “No.” 


MYCOBACTERIUM TUBERCULOSIS IN 
UTERINE DISCHARGE 


Detection by Cultures: Diagnostic and Prognostic Value in Latent 
Female Genital Tuberculosis 


1. HALBRECHT, M.D. 
Hadera, Israel 


In a preliminary communication! I reported the 
first results of our studies concerning the detection 
of latent female genital tuberculosis by cultures of 
menstrual discharges made on a_ specific medium 
(Petragnani). We had used this method especially 
for women who had been sterile for many years and 
in whom the usual methods for detecting the cause 
of sterility had failed or for women who showed 
partial or complete nonpatency of the fallopian tubes 
when tested by repeated insufflation and/or salpingogra- 
phy. In some cases we used cultures of the menstrual 
discharges to verify the diagnosis of endometrial tuber- 
culosis made by endometrial biopsy. The results 
obtained with this method encouraged us to continue 
our studies in this field and to extend the use of this 
method to systematic investigations of the intermen- 
strual cervicouterine discharges. This is a report of 
further results of our studies in this field. In our 
research we had a threefold task: (1) to diagnose latent 
female genital tuberculosis, especially in cases of pri- 
mary sterility, (2) to verify the diagnosis (and deter- 
mine the prognosis) of endometrial tuberculosis made 
by endometrial biopsy and (3) to discover to what 
degree a patient who discharges tubercle bacilli from 
the vagina can infect persons in her immediate sur- 
roundings. 


From the Maternity Hospital, Hadera. 

All bacteriologic studies were made at the laboratories of the Kupath 
Holim in Tel Aviv and Haifa. Dr. E. L. Bregman and Dr. Hirsch, 
directors of these laboratories, and Professor Klopstock gave valuable 
assistance. 

1. Halbrecht, I.: Detection of Latent Genital Tuberculosis by Cultures 
of Menstrual Discharge, Lancet 2: 947, 1947. 
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DIAGNOSTIC VALUE OF CULTURES OF UTERINE 
DISCHARGE 

Cultures of Menstrual Discharge—Material: The 
patients whose menstrual discharge we examined were 
divided into three groups. Group 1 consisted of 16 
patients in whom we had already diagnosed endo- 
metrial tuberculosis by endometrial biopsy. The 84 
patients who comprised group 2 had been under obser- 
vation for several years because of primary sterility; 
endometrial biopsy in these cases had shown no par- 
ticular pathologic change. However, several of these 
women were suspected of having genital tuberculosis, 
the opinion being based on the fact, established by 
repeated insufflation or salpingography, that the fal- 
lopian tubes were occluded. Group 3 consisted of 
30 healthy, fertile women whose menstrual discharge 
was used for control tests. 

Technic: The menstrual discharge was collected 
mainly on the second day of menstruation through a 
vaginal speculum into a solution of 2 cc. of isotonic 
sodium chloride or sodium citrate. The specific medium 
( Petragnani) was inoculated the same day, after the 
blood coagulum, the mucus and all other tissue were 
carefully dissolved. We made a special effort to com- 
press the cervix between the two blades of the speculum 
in order to obtain as much uterine material as possible. 


Taste 1.—Total Results of Cultures Made for Tubercle Bacilli 


Cultures of Intermenstrual 


Cultures of Menstrual Cervicouterine 


Secretions Secretions 
Positive Negative Total Positive Negative Total 
Group 1...ssseeee 12 48 69 2 40 42 
| 5 282 287 1 69 70 
Group 8... os 30 30 ee 30 30 


This procedure was repeated as a rule only once during 
the same menstrual period, on the day when the dis- 
charge was most copious. We tried to repeat the 
examination of the menstrual discharge in the same 
woman as frequently as possible; in 1 case we made 
thirteen examinations during one year. 

Microscopic studies of these secretions before inocu- 
lation of the mediums and after staining (Ziehl- 
Neelsen) showed no tubercle bacilli in any of the cases. 
We used the medium suggested by Petragnani as being 
specific for Mycobacterium tuberculosis. Some of the 
cultures showed acid-fast bacilli which could be easily 
differentiated from Myco. tuberculosis by the form of 
their colonies as well as by their microscopic structure. 

In 5 cases we proved the nonpathogenicity of these 
bacilli by inoculating guinea pigs with the cultures. 
In 8 other cases we established the identity of the 
Myco. tuberculosis that grew on the cultures of men- 
strual secretion from 8 different women by inoculating 
guinea pigs. 

Analysis of Results (Table 1): Sixty cultures of 
the menstrual discharge of the 16 patients (group 1) in 
whom we had previously diagnosed endometrial tuber- 
culosis by endometrial biopsy showed the following 
results: 12 cultures from 6 patients were positive for 
Myco. tuberculosis; 48 cultures were negative, and in 
only 6 of the 16 cases was the diagnosis of genital 
tuberculosis established by biopsy verified by the cul- 
tures (table 2). 

Of 287 cultures of the menstrual discharge of the 
84 women with primary sterility in group 2, 5 showed 
Myco. tuberculosis. This is especially remarkable since 
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the endometrial biopsies in all 84 cases showed no 
tubercle bacilli (table 3). 
The cultures of the discharge from the 30 healthy and 
fertile women in group 3 were negative. ; 
Comment: A little more than one third of the diag- 
noses of genital tuberculosis, established by other means, 


Tasie 2.—Results of Cultures in Sixteen Cases in Which 
Endometrial Biopsy Had Revealed Tubercle Bacilli 


Cultures of Intermenstrual 


Cultures of Menstrual Cervicouterine 


Secretions Secretions 
“ase + 
Number Positive Negative Total. “Positive Negative Total 
1 1 
Binsanvicece 2 2 1 1 
Qicsiessccuss es 1 1 1 1 
2 3 58 8 
13 1 1 
Wheeensnvess 2 2 2 2 
6 6 5 5 
5 5 ee 
1 1 2 2 
1 1 2 
Bu 1 1 
1 1 
2 8 5 
2 1 3 4 
1 6 7 
Total 12 48 60 0 30 30 


were verified by cultures of menstrual discharge. On 
the other hand, we detected genital tuberculosis in 
5 cases by employing only cultures. In these 5 cases 
endometrial biopsy showed a normal mucosa without 
any traces of tuberculosis. 

There can be no doubt that the number of positive 
observations increases proportionately with the fre- 
quency of examination. In some cases we obtained 
positive results only after the third or fourth exami- 
nation, but we could make more than two studies on 
the same woman in only 50 per cent of the cases 
(table 2). 

The absence of danger to the patient and the possi- 
bility of repeating the studies as frequently as desired, 
in order to establish the diagnosis, enhance the value 
of the method still more in comparison with endo- 


Taste 3.—Results of Cultures in Five Cases in Which 
Endometrial Biopsy Had Revealed No Tubercle Bacilli 


Cultures of Intermenstrual 


Cultures of Menstrual Cervicouterine 
Seeretions Secretions 

Number Positive Negative Total Positive Negative Total 
1 1 2 ee 4 
1 3 4 5 5 
Didennetuats 1 2 3 os 3 3 
1 ee 1 1 2 3 
1 3 4 ee 1 1 

Total 5 9 14 1 15 16 


metrial biopsy, which is not free from danger, pat 
ticularly in cases of genital tuberculosis. Negative 
results do not preclude the existence of genital tubef- 
culosis, just as negative results in sputum examinations 
do not preclude the possibility of pulmonary tubef- 
culosis. The finding of tubercle bacilli in sputum, as @ 
menstrual secretion, depends on the location of 
disease, the stage of progression and the path 
invasion. 
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Cultures of Intermenstrual Cervicouterine Discharges. 
—Material: Unlike the cultures of menstrual discharge, 
which have a better chance of success but which cannot 
be repeated more than once or twice during one cycle, 
the cultures of intermenstrual discharge offer the 
advantage of possible daily repetition. 

In certain cases of primary or secondary amenorrhea, 
which is not rare in persons with genital tuberculosis, 
the mucous secretion from the cervix is the only 
material available for cultures. 

Technic: With a cotton-tipped applicator about 
25 cm. long, we tried to penetrate as far as possible 
into the cervical canal, in order to obtain as much 
secretion as possible. In cases in which the cervical 
canal was tightly closed, we tried to collect the secre- 
tion from the immediate surroundings of the external 
os. The collected material was then inoculated on 
Petragnani mediums. 

Analysis of Results: The patients were divided into 
three groups, according to the principles used in the 
analysis of cultures of menstrual discharge. 

In the 16 cases of genital tuberculosis diagnosed 
prior to these studies (group 1), all 30 cultures pre- 
pared from the intermenstrual cervicouterine discharge 
were negative. In 2 similar cases, in which we could 
obtain only the cervical secretion because of amenor- 
thea, the diagnosis of genital tuberculosis was verified 
by the cultures. 

In the group of primarily sterile women in whom 
the diagnosis of genital tuberculosis had not been made 
previously (group 2), 70 cultures showed only 1 posi- 
tive result. 

All 30 cultures from the 30 healthy women in group 3 
were negative. 

Conclusions: Whereas 17 of 287 cultures of men- 
strual discharge were positive (about 6 per cent), only 
3 of 112 cultures of intermenstrual cervical secretion 
were positive (less than 3 per cent), indicating that 
the diagnostic value of the former is far superior to 
that of the latter. It cannot be doubted, however, that 
cultures of the cervical secretions have a relative value. 


PROGNOSTIC VALUE OF SYSTEMATICALLY 
REPEATED CULTURES 


So far, we could establish only the fact that some 
women with genital tuberculosis discharge Myco. tuber- 
culosis in their menstrual secretion more frequently 
than do others equally afflicted. This may be explained 
by the differences in extent of involvement, location and 
anatomicopathologic form of the genital tuberculosis. 

The experience we gained from these studies is not 
yet sufficient to permit us to draw definite conclusions 
as to the prognosis of genital tuberculosis in women. 
Further research in this field will, we hope, serve to 
shed more light on this point. 


CONTAGION 


Since some of the women with genital tuberculosis 
discharge Myco. tuberculosis in their menstrual and 
probably in their intermenstrual cervical secretions, the 
question of whether or not this tuberculosis of the 
woman is transferable to the sexual organs of her 
husband is justified. We could not find a single case 
of transfer of tuberculosis from the woman to her 
husband in any of the 60 cases of endometrial tuber- 
culosis or in any of the cases in which the discharge, 
menstrual as well as intermenstrual, contained Myco. 
tuberculosis. We even inoculated spermia of six of 
the husbands on specific mediums in order to exclude 
any latent genital tuberculosis of the husband. All 
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cultures were negative. Thus, it may be assumed that 
these women do not represent any danger to those in 
their surroundings. Nevertheless, we thought it advisa- 
ble to suggest to these women that they take precau- 
tionary measures against spreading the tuberculosis. 


SUMMARY 

1, Sixty cultures of the menstrual discharge of 16 
women, in whom endometrial biopsy had established the 
diagnosis of endometrial tuberculosis, were made on 
Petragnani mediums; 12 of these cultures showed 
Mycobacterium tuberculosis. 

2. Five, in 5 different women, of 287 cultures of men- 
strual discharge from primarily sterile women, in whom 
endometrial biopsy had shown no sign of genital tuber- 
culosis, were positive for tuberculosis. 

3. Three of 112 cultures of intermenstrual discharges 
from primarily sterile women showed Myco. tuber- 
culosis, 
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ENERGY REQUIREMENTS OF ADULTS 


ANCEL KEYS, Ph.D. 
Minneapolis 
This paper was prepared at the request of the Council and 
is one of a series appearing in Tue JouRNAL. In the near 
future the entire series will appear in book form as the Coun- 
cil’s Handbook of Nutrition. 
James R. Witson, M.D., Secretary. 


For the past decade or so the central importance of 
calories in the diet has been obscured by the phenomenal 
developments in other aspects of nutritional science. 
This tendency is documented by the leading textbooks. 
The space accorded to energy, calory estimation and 
requirements, including the problems of obesity and 
emaciation, is only 11 per cent of the text in such 
standard works as Sherman’s* and McLester’s ? books 
and 9 per cent in the work by Hawley and Maurer- 
Mast.* Such works expound general principles and 
some illustrations but do not critically examine the 
problems of actual practice. Moreover, while there is a 
spate of review articles and treatises on other aspects 
of nutrition, monographs on calories and energy require- 
ments appear infrequently and usually begin with a 
semiapologetic or defensive statement: “There is a 
danger that energy requirements may be regarded as of 
minor importance . . . but . energy require- 
ments will always be of interest” *; “Calories in medi- 
cal practice are just as important as they ever were.” ° 
It appears, however, that the pendulum of interest is 
now beginning to return toward the older problems of 
calories. The hard lessons of the recent war included 
many demonstrations that, on a varied diet, the problem 
of “quality” is apt to be secondary to quantity. For 
the world as a whole, the foremost food problem con- 
tinues to be a shortage of calories. On the other hand, 


From the Laboratory of Physiological Hygiene, School of Public Health, 
University of Minnesota. 
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in a few favored areas like the United States, the 
opinion is developing that the most serious nutritional 
fault may be overeating.* In a simpler world, without 
the disturbing factors of processed and otherwise dis- 
guised foods, of the social pressures associated with 
eating and the frequent substitution of food concepts 
in personal psychodynamics, man might more uniformly 
strike an ideal balance between caloric intake and 
requirements, always assuming that an abundance of 
food is at hand. But man 1s by no means such a per- 
fect animal in an ideal state of nature. Moreover, 
though the appetite is remarkably accurate, it may fail 
to adjust to the altered situations in disease. In any 
case it is clear that the individual often needs guidance 
about his caloric intake. 

These questions about caloric requirements take their 
simplest form at the point of caloric balance, that is 
where the energy intake precisely balances the outgo. 
Unfortunately, a large proportion of the actual problems 
which have to do with calories are more complex. The 
most obvious complications have to do with growth and 
changes in body weight. In the United States nearly 
a third of the population is made up of persons who 
are still growing and whose energy intake should 
exceed the output so as to allow for growth; in many 
areas (e. g., the Far East) half the population may be 
in this category. Even with adults the establishment 
of exact caloric balance may not be the immediate 
problem in nutritional therapy. In medical practice 
the question of calories usually arises in connection with 
problems of losing or gaining weight. 


UNITS OF MEASUREMENT 

In medicine the customary unit of energy is the large 
calory or kilocalory, which in some literature is dis- 
tinguished from the small calory of the chemist by an 
initial capital for the former. It is precisely defined 
as the amount of heat which will raise the temperature 
of a kilogram of water 1 degree, from 15 to 16 C. In 
an ideal engine 1 calory would do 426.9 Kg.-M. 
(or 3,087 foot pounds) of work. The dissipation of 
heat at the rate of 1 calory per minute in a perfect 
engine is equivalent to doing work at a rate of 0.0936 
horse power (1 H.P.<=33,000 foot pounds per minute), 
or, in electrical units, is equal to 69.77 watts. The 
calory, then, can be used as a measure of mechanical 
or electrical work as well as for heat. 

When food is burned in the body the resulting energy 
may appear entirely as heat or partly as external work, 
from which, in turn, heat may be derived. In any case, 
the energy result is substantially the same as though 
the food were actually burned outside the body. Both 
inside and outside the body this combustion uses 
oxygen and produces carbon dioxide in proportion to 
the fuel used, but the exact proportion depends on 
whether carbohydrate, fat or protein is burned. For 
the latter the residual nitrogen resulting from com- 
bustion (urinary nitrogen) may be measured to estimate 
the amount of protein combusted. One gram of urinary 
nitrogen results from the combustion of about 6.25 Gm. 
of protein, which is associated with the release of 26.5 
calories, the use of 8.45 Gm. of oxygen and the produc- 
tion of 9.35 Gm. of carbon dioxide. If only protein 
were being metabolized, it would be possible to calculate 
the calories involved by any one of three measurements : 
(1) urinary nitrogen, (2) oxygen consumption and 
(3) carbon dioxide production. 


6. A Study of Impairments Found Among 10,000 Unselec’'ed Exami- 
nees: Il. We ght, editorial, Proc. Life Ext. Exam. 1: 89, 1939. Rynearson, 
E. H., and Gastineau, C. F.: Obesity, Springfield, IIL, Charles C Thomas, 
Publisher, 1949. 


But ordinary metabolism always involves fat and 
carbohydrate as well as protein. Fortunately, for each 
of the three sources of food energy the consumption 
of 1 liter of oxygen corresponds to much the same 
energy release, roughly 5 calories. This allows the 
use of the ordinary metabolism machine, in which only 
oxygen use is measured, for all but the most precise 
estimations of energy expenditure. Such measure- 
ments, however, do not indicate the proportions of the 
three nutrients which are being used. For this it is 
necessary, in the system of indirect calorimetry, to 
measure the urinary nitrogen and the carbon dioxide 
production as well as the oxygen used. After allowing 
for the protein metabolized, the proportion of fat to 
carbohydrate is indicated by the respiratory quotient, 
since pure carbohydrate has an R. Q. (volume of car- 
bon dioxide divided by volume of oxygen) of 1.0, 
while for pure fat the R. Q. is about 0.73. The details 
may be examined in various textbooks (e. g. see ref. 11 
below ) ; the important point is that these indirect means 
can be used to get accurate values for the current level 
of energy use and the nutrients providing that energy. 

In terms of energy the body makes little or no distine- 
tion between fuels taken into the body and the substance 
of the body itself. If the energy expenditure exceeds 
the energy intake, the substance of the body itself is 
used to make up the deficit. If the intake is excessive, 
on the other hand, the bodily substance increases accord- 
ingly. In either case the change of bodily substance 
primarily involves fat and glycogen, although homeo- 
static mechanisms tend to preserve the latter from total 
depletion on the one hand and unlimited storage on the 
other. The bodily protein is relatively insensitive to 
the caloric balance except when a negative balance is 
continued (starvation); then it, too, is burned in 
increasing proportion as the reserves of fat and glyco- 
gen dwindle. Fortunately, the body is disinclined to 
change its mass of substance and normally a disbalance 
between energy intake and outgo tends to be auto- 
matically corrected by the appetite. 

Finally, it should be observed that the body custom- 
arily uses food completely. With ordinary foods 95 
per cent or more of the potential energy is extracted; 
the energy value of the excreta is only of the order of 
5 per cent that of the diet. This fact, together with 
the facts already noted, means that there are several 
alternative ways of estimating the energy balance and 
needs of the body. These are discussed in subsequent 
sections of this article. 


MEANING OF CALORIC REQUIREMENT 

The term “caloric requirement” is widely used with- 
out clear definition. Obviously, the gestion must be 
answered: Requirement for what?* simpiest 
definition is to consider the caloric requirement as that 
intake which will just balance the current energy expen- 
diture. This definition has several limitations in actual 
practice if requirement is to be construed as a prescrip- 
tion to achieve and maintain an ideal state of nutrition 
in regard to calories. “In the first place, the energy 
expenditure tends to reflect, within limits, the calory 
intake. The underfed organism conserves its expen- 
diture, partly by a decline in basal metabolism and, 
more important perhaps, by a reduction in voluntary 
activity. And the overfed crganism increases its mass 
thereby increasing the energy cost of all its movements. 
In the second place, to consider the requirement as 


7. Keys, A.: The Calorie Requirement of the Adult, Nutrition Abstr, 
& Rev. 19:1, 1949. 
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simply the caloric balance point supposes the existing 
body mass to be ideal; the provision of the balance 
requirement then would perpetuate whatever fault of 
emaciation or obesity may be present.” * 

It would seem desirable, or even essential, to differ- 
entiate between three kinds of requirements: (1) the 
simple balance requirement of a person in his current 
state, (2) the ideal requirement and (3) the therapeu- 
tic requirement. The first of these is straightforward ; 
the energy expenditure at any given time may be esti- 
mated with considerable precision. The ideal require- 
ment, however, is a theoretical concept; it would 
correspond to the energy expenditure of a person of 
ideal weight for height who is maintaining an optimal 
activity level for his occupation and environment. 
Finally, the therapeutic requirement is that intake which 
is calculated to rectify a fault of body weight or tissue 
mass; when this correction is achieved, it is replaced by 
either the ideal or the balance requirement. 

Most discussions about caloric requirements are 
devoted to the “ideal requirement,” although this is not 
always so specified. Tables of caloric requirements or 
recommendations are almost all of the “ideal require- 
ment” type, but they uniformly ignore many of the 
factors which certainly influence the ideal requirement. 
Among these may be mentioned age, physical environ- 
ment, clothing and shelter, recreational custom and 
habitual tempo of movement. 


VARIETIES OF CALORIC EXPENDITURE 

All textbooks on nutrition and biochemistry sum- 
marive the varieties of caloric expenditure and indicate 
how the total expenditure may be estimated as the sum 
of the energy losses associated with basal metabolism, 
specilic dynamic action and physical activity. This last 
item, physical activity, is the most troublesome and, 
being both large and highly variable, is the prime reason 
why the factorial method of estimating caloric require- 
ments often leads to erroneous conclusions. An excel- 
lent summary of the factorial method is given by Orr and 
Leitch *; elsewhere, I have indicated some of the diff- 
culties.* 

Basal Metabolism.—All indirect estimates of the total 
energy expenditure by the factorial method begin with 
the basal metabolism. The obligatory least energy 
expenditure of the body in the resting state must cer- 
tainly be the first portion of the total caloric demand 
to be covered. But, as Krogh® pointed out long ago, 
the basal metabolism as customarily measured is not 
really the basal, that is least resting, metabolism; the 
tate is considerably less than this in sleep and somewhat 
less in ideal repose in the waking state. The excellent 
basal metabolism standards of the Mayo Clinic *® over- 
estimate the true basal metabolism by something like 
10 per cent.? However, the customary measurement of 
basal metabolism is undoubtedly a good index of the 
true basal rate and the numerical error is sufficiently 
systematic to permit its use, with correction, in calcu- 
lations for total metabolism. 

A most important virtue of the basal metabolism is 
the fact that, in normal persons, it is subject to so 
little individual variation. This means that in many 


8. Keys." The Refinement of Metabolic Calculations For Nutritional 
on —_ the Problem of “Availability,” editorial review, J. Nutrition 
9. Krogh, A.: The Respiratory Exchange of Animals and Man, New 
ork, Longmans, Green & Co.. 1916. 
Be Boothby, W. M.; Berkson, J., and Dunn, H. L.: Studies of the 
inte? of Metabolism of Normal Individuals: A Standard For Basal 
oy Bt a Nomogram For Clinical Application, Am. J. Physiol. 
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cases the actual measurement may be dispensed with 
and the basal metabolic rate can be estimated, within 
an error of perhaps plus or minus 10 per cent, from 
tables like those compiled by the Mayo Clinic. For 
individual patients, however, the individual measure- 
ment should be made if there is the least question about 
the complete normality of the basal metabolism. In 
normal persons, including the majority of persons who 
are habitually underweight or overweight, the mean 
true basal metabolic rate for men ranges from about 
40 calories per square meter of body surface per hour 
at age 20 to about 35 calories at age 60; the correspond- 
ing values for women are about 35 and 31 calories." 
This means that for adults of average size the basal 
metabolism accounts for something like 1,600 calories 
per day in young men to perhaps 1,100 calories in 
older women. Gross departures from these values 
are found in the presence of thyroid disturbances and 
in semistarvation. In famine victims and patients with 
anorexia nervosa the total basal metabolism may be 
40 per cent below the normal level for age and height **; 
the subnormality of the basal metabolism in under- 
nourished persons is less pronounced when calculated 
per unit of surface area of the body. 

There is extensive literature on the relation of basal 
metabolism to race and to climate. The racial factor 
may be dismissed here on the ground that if it does 
exist—and this is a matter of controversy—it is rela- 
tively trivial. The effect of climate is discussed 
separately below. 

Specific Dynamic Action —The basal metabolic rate 
can be maintained as such for only a few hours at a 
time; the resting metabolic rate is altered either by 
the changes associated with beginning starvation or 
those incident to the ingestion of food. The latter, 
under the heading specific dynamic action, are discussed 
in an extensive and often confusing literature. The 
ingestion of a meal raises the resting metabolism to 
an extent which is variable, depending on the character 
and size of the meal.'* While estimates of the percent- 
age of the total metabolizable energy of meals which 
appears as specific dynamic action vary from around 
6** to 17'* per cent, there can be no great error in 
assuming a general average of 10 per cent for all 
ordinary mixed diets. This energy is “lost” as heat 
and, presumably, is a pure waste in warm climates; 
in cold climates the heat of specific dynamic action may 
be a valuable adjunct in the maintenance of body 
temperature. 

Physical (Muscular) Activity—The energy cost of 
physical activity includes perhaps a third to as much 
as 80 per cent of the total caloric expenditure. Even 
the bed-fast patient indulges in many movements in 
addition to those of the respiratory muscles. More- 
over, the absence of gross movement is no guarantee 


11. DuBois, E. F.: Basal Metabolism in Health and Disease, ed. 3, 
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12. (a) Keys, A.: Caloric Undernutrition and Starvation with Notes 
on Protein Deficiency, J. A. M. A. 138: 500, 1948. (b) Beattie, J., and 
Herbert, P. H.: The Estimation of Metabolic Rate in the Starvation 
State, Brit. J. Nutrition 1:185, 1948. (c) Basal Metabolism Durin 
Recovery from Severe Undernutrition, Brit. J. Nutrition 1:192, 19 
(d) Keys, A.; Brozek, J.; Henschel, A.; Mickelsen, O., and Taylor, H. L.: 
The Biology of Human Starvation, Minneapolis, University of Minnesota 
Press, to be published. 

13. (@) Wachholier, K., and Franz, H.: Die spezifisch-dynamische 
Stoffwechselsteigerung bei gen schter Kost, Pfliger’s Arch. f. d. ges. 
Physiol. 247: 632, 1944. (b) Glickman, N.; Mitchell, H. H.; Lambert, 
E. H., and Keeton, R. W.: The Total Specific Dynamic Action of High- 
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Nutrients, Carnegie Institute of Washington, Publication no. 361, 1918. 
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of muscular relaxation; static work, in which move- 
ment is opposed by an external object or by antagonis- 
tic muscles, may involve relatively high rates of energy 
expenditure. In the heaviest forms of manual labor and 
sports, where the total daily expenditure may range 
upward from 5,000 calories, the cost of physical activity 
completely dominates the metabolic picture. 

There are available numerous tables which purport 
to indicate the metabolic cost of different occupations 
and forms of activity. These have some interest in 
that they indicate, for example, the broad differences 
hetween clerks and carpenters and the relative costs 
of sitting and standing. But the fact is that the varia- 
tions in the way in which different persons work at the 
same job and the changing nature of work in modern 
technology make metabolic classifications by occu- 
pation extremely crude.’ Moreover, in the United 
States an increasingly large proportion of workers are 
not classifiable in the older, more uniform crafts and 
trades. Finally, the reduction in the hours of the 
work week and the substitution of mechanical for 
muscular force in almost all types of work means that 
often enough the metabolic cost of physical activity 
outside working hours in sports, hobbies and avocations 
is more important than that on the job. Such categories 
as “desk worker,” “farmer,” and “housewife” have little 
or no significance for predicting energy needs without 
much more detailed specification. 

Body Sise—The body size is of major importance 
with regard to both basal metabolism and the cost 
of muscular activity. Although the basal metabolic 
rate is customarily considered as related to the body 
surface, a direct relation to the body mass (weight) 
is evident. If the body weight is raised to the power 
0.7, it becomes closely proportional to the basal 
metabolism.'® The energy cost of moving the body 
(or its parts) is directly proportional to the weight of 
the body (or the parts concerned), so that in many 
types of physical activity, such as walking, the energy 
expenditure is simply proportional to the body 
weight.’° In some tasks, however, the energy cost of 
the physical activity has little relation to the body 
weight; these are primarily tasks in which it is neces- 
sary to exert large forces with little bodily movement. 
The exact relation between body size and total metab- 
olism must depend on the activity habitus, but, in 
general, it is probable that the simplest approximation 
would be: Cale-AW*", where A is a _ numerical 
constant, W is the body weight and nm is something 
between 0.7 and 1.0. 

Climate.—The effective external temperature, that is, 
with due allowance for humidity and air movement 
as well as dry bulb air temperature, influences the 
energy expenditure in several ways. The general 
tendencies are clear and have been amply demonstrated 
by observation and experiment.’' Under hot condi- 
tions the activity tends to be curtailed to keep the body 
temperature within normal limits, while cold has the 
reverse effect. Shivering in the cold may raise the 
resting metabolism by 50 or even 100 per cent. In 
addition to the effect on the activity, differences in 
the effective temperature, when long maintained, tend 
to alter the basal metabolism so that lower basal rates 


15. Kleiber, M.: Body Size and Metabolic Rate, Physiol. Rev. 17: 511, 
1947. Galvao, P. E.: Haman Heat Production in Relation to Body Weight 
and Body Surface, k Applied Physiol. 1: 385 and 395, 1948. 

16. Erickson, L. E.; Simonson, E.; Taylor, H. L.; Alexander, H., and 
Keys, A.: The Energy Cost of Horizontal and Grade Walking on the 
Motor-Driven Treadmill, Am. J. Physiol. 143: 391, 1945. 

17. Keys." Keys, Brozek, Henschel, Mickelsen and Taylor," chap. 17. 


occur in the tropics."* Recent studies on United States 
and Canadian troops on active duty in different climates 
suggest that for these men balance was attained accord- 
ing to the equation: Cal. per day—4660—15.9 T, 
where T is the mean external temperature (Fahren- 
heit)."° It should be observed that this relation pertains 
to very active young men who were, essentially, 
“camping out’’; less climatic effect would be expected 
when the activity component is a smaller fraction of 
the total metabolism and when less time is spent out of 
doors. For ordinary population groups in the United 
States it could be suggested that an allowance of 
perhaps 3 per cent of the total metabolism should be 
provided for each 10 degrees difference in the mean 
external temperature. This would mean that if the 
caloric requirement at 70 F. is 3,000 calories, at 40 F, 
and 90 F. it would be, respectively, something like 
3,270 and 2,820 calories. The true average effect may 
be greater or less than suggested here, but it seems 
certain that climate may not be overlooked in setting 
up caloric standards. For persons living largely 
indoors the effect may be small, but for persons work- 
ing and living much in the open the effect is of real 
importance, 


TABLES OF REQUIREMENTS AND RECOM MENDATIONS 


Almost since the first recognition of the fact that 
people do have energy requirements which are most 
appropriately expressed in calories, there has been a 
constant stream of tables and charts to afford guidance 
in practical dietetics. The best known of these is 
currently the “Recommended Dietary Allowances” 
of the National Research Council,*? which, in the 
United States at least, has superseded the older stand- 
ards of the League of Nations.** In general these 
tables have been devised to aid in organization of the 
feeding of population groups and in evaluating their 
food supplies. With almost no exception, the orient- 
ing philosophy behind them has been to emphasize 
the frequency and danger of undernutrition and to 
promote an abundance of food supplies. In practice 
such tables have been widely adopted as a short-cut 
means of estimating nutritional status, so applied that 
intakes less than the suggested standards are labeled 
deficient, that is, “bad,” and all other intakes, even 
though excessive, are accepted as sufficient and “good.” 

Whatever may be the virtues of these tables for large 
population groups, they are necessarily of little value 
for individuals or for small groups, which may not 
be representative of the entire population. Even for 
large population groups such tables are not properly 
used as dietary prescriptions to achieve the dest 
nutritional state in view of their bias in favor of insuf- 
ing enough without regard to the possibility of too 
much. These tables have been compiled largely by 
theoretical calculations from laboratory experiments 
with relatively few data from long time studies om 
caloric intake and actual nutritional status of people 
as they normally live. As we shall see, nutritional 
surveys indicate that the tabular standards are often 
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99: 469, 1941. Ames, A., and Goldthwaite, D. A.: Influence of Coll 
Climate on Basal Metabolism, United States Department of Army, Office 
Quarter Master General, Environmental] Protection Series, Report no. 136. 
19. Keys.* Johnson, R. E., and Kark, R. M.: Environment and Food 
Intake in Man, Science 105: 378, 1947. 
20. Recommended Dietary Allowances, Revised 1948, National Resear 
Council Reprint and Circular Series no. 129, Washington, D. C., 1948. 
21. League of Nations Technical Commission: The Problem of Nutr 
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too high, and the detailed data from such surveys 
disclose individual variations of large magnitude. 
Besides a systematic tendency to overestimate actual 
caloric requirements, these tables oversimplify the 
questions by ignoring differences in climate, in local 
activity customs and in age of adults. 

Caloric Intake in Surveys.—Theoretically at least, 
the mean caloric intake of a population group, clinically 
judged to be “well nourished,” should be a_ useful 
estimate of the caloric requirement for the group. This 
method was, in fact, crudely applied to form the basis 
for some of the first estimates of normal human require- 
ments. In more recent years, however, food intake 
surveys have been largely used to “prove” the existence 
of various dietary deficiencies by showing that food 
intakes often fail to equal or surpass one or another 
arbitrary standard. It is instructive, however, to point 
out that many recent surveys have been coupled with 
physical examinations of the persons concerned with 
the result that they provide data on the caloric intakes 
of persons who are clinically well nourished and are 
leading lives normal to their area and sphere of life. 
Almost without exception these data indicate that such 
standards as the National Research Council “Recom- 
mended Dietary Allowances’*® would provide overgen- 
erously in the case of calories. Discrepancies are 
particularly large in the case of women and for all 
older persons. The survey findings, some of which 
are indicated below, lead inevitably to one of the 
following conclusions: (1) The survey data are all 
systematically in error and substantially underestimate 
actual caloric intake, or (2) a great many persons are 
habitually calorically starved even in the absence of 
any limitation in money or available food supplies, but 
this semistarvation is not clinically discernible, or (3) 
the caloric “requirements” and recommendations used 
as standards are too high. 

Significant data are beginning to be available for 
normal men and women whose activities may be 
described as “sedentary,” “physically active” (men) 
or “moderatively active” (women). These are the 
lowest and the middle of the three activity (metabolic) 
levels distinguished by the National Research Council 
and many other authorities. It is generally agreed 
that, in a large population group, the middle metabolic 
level, “‘moderately active,” corresponds roughly with 
the mean metabolic level of the entire adult population. 

The National Research Council recommendations 
are 2,000 and 2,400 calories, respectively, for “seden- 
tary” and “moderately active” women. In comparison, 
survey findings on the actual caloric intakes of non- 
emaciated normal women may be noted: 1,930 calories 
in Toronto families,2* 1,452 calories for American 
women of low and moderate income in the United 
States," 2,039 calories for moderately active college 
women in the United States,** 1,577 calories for white 
women and 1,443 calories for Negro women in North 
Carolina,** 1,797 calories for active Michigan women 
over 40 years of age,** 1,690 calories for obese college 
girls in Michigan,?* 2,187 and 2,137 calories for dif- 
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ferent groups of middle class English women ** and 
1,424 calories for active old women in England.** 

Survey data on men indicate a like discrepancy 
between apparent caloric intake and recommended 
values.** Various technic—weighing, questioning and 
homely measures (by cups and the like)—have been 
used in the several surveys cited, but they all tend to 
yield similar values and, in fact, are in agreement with 
each other when simultaneously applied.*° It might 
be suggested, however, that all these methods under- 
estimate calories in the intake. Recent painstaking 
studies, on the contrary, showed that all these methods 
may yield data in good agreement but give a consider- 
able overestimate for calories.*' 

In other words, there is certainly no evidence or 
valid argument that the caloric intake data from sur- 
veys are generally or even frequently underestimates. 
Since clinical undernutrition with regard to calories 
was not characteristic of the persons studied in these 
surveys, it must be concluded that the recorded caloric 
intakes were, at least on the average, equal to the 
caloric expenditures. It follows that, if such intakes 
fail to equal certain standards or recommendations, 
then the fault is with the standards and recommenda- 
tions, which must be, indeed, overestimates of the 
requirements. 

The sole remaining alternative to this last conclusion 
would involve the idea that a person who is clinically 
well nourished may, when given an increased caloric 
intake, expend that extra food energy on useful work 
without any change in his net body mass. While under- 
weight persons will often do more work when given 
more food,'** we know of no instance in which the body 
weight does not also respond simultaneously. In the well 
nourished person there is no evidence that an increased 
caloric intake is accompanied by an equally increased 
level of physical activity. The converse sequence is, 
of course, well established ; an increased level of physical 
activity leads to a corresponding increase in food intake 
if food supplies are available. 


CALORIC NUTRITIONAL STATUS 


It is certain that the continued consumption of less 
food than corresponds to the caloric expenditure must 
lead to relative emaciation and an excessive intake 
must lead to obesity. For short periods these tendencies 
may be obscured by abnormalities in the hydration of 
the body, but, in the absence of other disease, neither 
dehydration nor edema can long disguise the progres- 
sive effects of continued caloric imbalance.** 

Obviously, then, a changing body weight may permit 
an accurate inference about the caloric balance and, 
roughly, the alteration of intake needed to correct 
this. But what if, as is more often the case, the body 
weight is not changing? Caloric balance may be 
achieved at widely differing levels of body weight, and 
these involve correspondingly different levels of energy 
intake and expenditure. A fat man needs much food 
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32. Newburgh, L. H.: Obesity, Arch. Int. Med. 70: 1033, 1942. 


4 
ve 
bi 
by 
oF 


ot 


338 ADULT ENERGY REQUIREMENTS—KEYS 


to maintain caloric balance because he is heavy; every 
movement is energetically more expensive because of 
the greater mass of the body and its parts which must 
be moved. The guide for the person whose weight is 
stable must be in the actual mass and composition of 
his body. Any substantial departure from the ideal 
in these respects indicates the departure of the average 
previous food intake from the ideal. 

As a first approximation we may take the gross body 
weight and compare it with some standard. The body 
weight standards given in all textbooks are, in fact, 
merely the arithmetical averages of the body weight 
of apparently “normal” persons of specified age, sex 
and height.** As such they indicate popular trends 
but do not necessarily indicate “ideal” weights. For 
the latter it is suggested, with support from insurance 
mortality experience, that the ideal weight is lower 
than the actual normal average for all persons over 30 
years of age.** Another question is how to allow for 
differences in skeletal (“trame”) size. It is agreed 
that this is of importance and that a person of “small” 
frame should weigh perhaps 5 per cent less than a 
person of “medium” frame of the same height, age and 
sex ; an extra 5 per cent is suggested for the person of 
“large” frame.** As yet there are no agreed criteria 
for trame classification. 

In the absence of quantitative tools the clinical judg- 
ment of the state of caloric nutrition is made on the 
basis of appearance and manual appraisal of the 
muscular development and the subcutaneous fat 
deposits. There is no reason to suggest that this 
method is not, actually, both useful and fairly reliable.** 
In effect, it attempts to estimate the body composition 
with emphasis on the relation of fat to other tissues. 

With any reasonable definition, the inadequacy, suf- 
ficiency or excess of the previous diet should be reflected 
in the relative fat content of the body. The principal 
difficulty with the usual clinical method, besides the 
lack of numerical expression, is that the subcutaneous 
fat may not always be an accurate index of the total 
fat of the body. With the development of caliper 
methods for measuring the thickness of the skin,” 
quantitative expression becomes possible and measures 
of this kind have already had some use in appraising 
the nutritional status of children.** Roentgenographic 
methods for the same purpose are also being devel- 
oped.** The potentialities for the estimation of total 
bodily fat from the gross body density seem particularly 
promising, at least for research.** 
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As yet, critical analyses and proper standards for 
the use of these indirect methods are inadequate for 
general application in nutritional work; an intensive 
program at the Laboratory of Physiological Hygiene 
is aimed to improve this situation. Though major 
reliance in the meantime must be placed on simple 
height-weight data, the value and even necessity of a 
clinical appraisal must not be neglected. An extremely 
inactive person, that is, one with a greatly subnormal 
muscle mass, may actually be obese (“fat’’) even though 
he has a body weight which is normal or even some- 
what subnormal for his height. On the other hand, 
the devotee of athletics, in spite of a normal body weight 
may be undesirably lean; he may need more food to 
achieve a reasonable fat mass in his body. Clinical 
examination should readily disclose the peculiarity in 
these cases. 

THE PHYSICIAN’S TASK 

The physician’s task in regard to the caloric require- 
ments of his patients is manifold and, in many cases, 
complicated. It is not unfair to suggest that, more 
often than not, it is shirked or incompletely done, 
There are good reasons for this—lack of instruction in 
the medical schools, poverty of textbook discussion 
and deficiencies in data from research—but these do 
not remove the responsibility which automatically falls 
on every consultant. Besides the gross cases of emacia- 
tion and obesity which may be the presenting complaint, 
lesser degrees of abnormality which properly call for 
attempts at correction are present in a large proportion 
of all patients. 

The starting point must always be the evaluation of 
the caloric status at the time. Is the patient fat or 
thin? It is better to answer this question than to 
decide whether there is overweight or underweight 
according to the chart. At the same time the presence 
of any abnormality of hydration should be considered, 
since this may confuse the issue of fatness or leanness. 
Occult edema is troublesome, since it may represent a 
sizable part—up to around 10 per cent—of the mass 
of the body in undernourished persons ;*° the thin skin 
and absence of fat pads in the usual places (abdomen, 
buttocks) usually reveal the true state. Recent changes 
in body mass should be discovered from the history and 
the way in which the clothes fit. 

After the actual nutritional state has been evaluated, 
the decision must be made as to whether it should be 
changed and, if so, how. Perhaps it is desirable to 
keep the diabetic patient thin and the tuberculous 
patient fat. Perhaps a good psychologic state in a 
patient can be maintained only with a generous caloric 
intake, and perhaps this is more important than the 
extra hazard of circulatory disorder in the obese. Such 
points arise, but decisions must be made. The basic 
requirements for the subsequent caloric prescription 
are simple, but effective application may be extremely 
difficult because of the patient’s attitude or complicating 
disease. Except in hyperthyroid patients, it is seldom 
wise to attempt the alteration of caloric balance by 
changing the energy output; it is far easier and suref 
to adjust the intake. In the great majority of cases, 
patience and a clear understanding of the elementary 
facts of nutrition will suffice to bring success. 
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Council on Pharmacy and Chemistry 


REPORT OF THE COUNCIL 
The Council has authorized publication of the following 
reports. OFFICE OF THE SECRETARY. 


ANNUAL MEETING OF THE COUNCIL ON 
PHARMACY AND CHEMISTRY 


The Council convened on Monday and Tuesday, Nov. 21-22, 
1949 at the headquarters of the American Medical Association. 
All members except two were present. There also were present 
visitors and consultants who were interested in some of the 
Council’s problems. 

Drs. Torald Sollmann and James P. Leake were reelected 
chairman and vice chairman, respectively. 

A representative of a firm making available an important drug, 
which is available only for research, requested the Council’s 
advice concerning the distribution of such material. The Council 
expressed the opinion that a scarce but important drug could 


be, «nd in some instances should be, a!located to institutions 
and individuals equipped to do the necessary detailed studies 
and to competent men in their respective fields until sufficient 
information is obtained to warrant general release of such 


proiucts to the public through the medical profession or other- 


wise. The Council also stated the belief that consideration 
shou'd be given to permitting physicians to have access to such 
a drug for their patients through the specified institutions. 


T Council discussed the use of antihistaminics for the 


prevcntion of colds and the treatment of those ill with colds. 
After examination of available evidence, published and unpub- 
lishe'|, the Council concluded that available evidence did not 
justiiy the current widespread promotional efforts for the use 


of antihistaminics for the prevention and treatment of colds. 
The Council warned that experience was not sufficient to per- 
mit determination of the possible harmful effects following 
long-continued use of the antihistaminics and that certain 
dangers were now known to be associated with their use; for 
example, drowsiness has been known to occur, which could 
introduce a dangerous factor for persons working with 
machinery and driving cars. The Council also recognized that 
such drugs probably would be taken in many instances in 
excess of the prescribed dose, which would increase the possi- 
bilities of harmful effect. 

Several manufacturers and/or distributors of products accepted 
by the Council for inclusion in New and Nonofficial Remedies 
had made claims for the use of the antihistaminics in the pre- 
vention and treatment of colds without prior approval by the 
Council. The Council voted to inform such manufacturers 
that these products would be deleted from New and Nonofficial 
Remedies unless the advertising was immediately corrected. 
The Council also voted to prepare a statement on the status of 
antihistaminics for publication in THE JouRNAL. 

The present status of antimalarials, particularly the newer 
ones, was reviewed. Of particular interest to the Council 
were the drugs that are known to be curative and those which 
are excessively toxic. 

The use of volunteers in state institutions for experimental 
investigations was discussed. Such experiments pose unique 
Problems but, on the other hand, provide excellent opportunities 
for well controlled experiments. 

Reconsideration was given to the action taken by the Council 
at its meeting in November 1948 concerning the omission of 
mixtures of typhoid and paratyphoid vaccines from New and 
Nonofficial Remedies. After reviewing available evidence, the 
Council concluded that the usefulness of such vaccines was not 
sufficient to warrant readmission to the book. In further con- 
sideration of typhoid vaccines the Council voted to reduce the 

recommended in New and Nonofficial Remedies by one 
half aad to inform the manufacturers of this action. 

Because of reports reaching the Council concerning the inci- 
dence of nervous manifestations and sequelae from the use of 
Pertussis vaccines, the Council voted to insert the following 
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statement in the New and Nonofficial Remedies’ description of 
pertussis vaccine: 

“Encephalopathic symptoms occasionally occur with whoop- 

ing cough and, more rarely, with the use of the prophylactic 
vaccine. Such severe symptoms of the central nervous system 
have included convulsions and lethargy. They may be followed 
by mental or physical manifestations, sometimes permanent, or 
even by death.” 
The Council also voted to publish a request in THE JouRNAL 
to report to the Council office instances of serious reactions 
following the administration of pertussis vaccine and to gain 
from as many sources as possible information on this subject. 
The Council recognized that the average quality of vaccines 
on the market has been improved and may be improved further. 
It therefore expressed the belief that careful study should be 
given to reports of reactions. 

The Council voted to include serums, vaccines and arsenicals 
in its list of products that are exempted from Council con- 
sideration when they have been official for twenty or more 
years. This exemption applies only if the other rules of the 
Council are met. 

The status of the Therapeutic Trials Committee and ways 
of implementing and extending the work of this Committee 
were discussed. Several reports under the Committee’s auspices 
already have appeared in Tue JournaLt. A _ comprehensive 
study is being made by a special subcommittee appointed by 
the Council to explore the full possibilities of the Therapeutic 
Trials Committee. 

A resolution of the Section on Anesthesiology of the Ameri- 
can Medical Association, which was referred to the Council by 
the Board of Trustees, was concerned with the development 
of data on deaths in operating rooms and the relation of anes- 
thesia to these deaths. The Council believed that valuable data 
could be collected and voted to support in principle the gathering 
of the data, although the Council was aware that certain 
agencies already are making a study which will provide infor- 
mation on operating room deaths and the relation of anesthesia 
to these deaths. 

Because of the increasing instances of sensitization to peni- 
cillin preparations for local application, the Council voted that 
penicillin preparations marketed as liquids, ointments and 
ophthalmic ointments be considered unacceptable for inclusion 
in New and Nonofficial Remedies, that all such preparations 
currently accepted be omitted from the 1951 edition of New 
and Nonofficial Remedies and that there be inserted in the 
appropriate N. N. R. monograph a warning concerning the 
danger of sensitivity following the topical application of peni- 
cillin products. 

Because some manufacturers and/or distributors who present 
data to the Council have stated that the data are acceptab‘e to 
government agencies and therefore should be acceptable to the 
Council, the Council voted that such manufacturers and/or 
distributors should be informed that, while these data may be 
acceptable to regulatory agencies, they are not necessarily 
acceptable to the Council, as the Council is interested in safety 
and efficacy and must consider the data on the basis of its rules. 
The Council also drew attention to the fact that data on a 
product can be sent to the Council at the same time they are 
submitted to the Food and Drug Administration, provided the 
product is soon to be placed on the market. 

The status of penicillin inhalation therapy was discussed, and 
the Council voted to instruct its Secretary to investigate the 
occurrence of reactions of sensitivity associated with the use of 
penicillin in aerosols, inhalators and similar means of admin- 
istration. 

The present status of organomercurial preparations was 
reviewed. 

A report was submitted on behalf of the Council’s standing 
Committee on Therapeutic Research, and attention was drawn 
to the considerable assistance that is provided for many useful 
projects through the modest grants made available by this 
Committee. 

A report from the Joint Committee on Pesticides was ren- 
dered to the Council, and it was recommended that an expres- 
sion of appreciation be extended to the members of the Joint 
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Committee on Pesticides for their help in reviewing problems 
for the Council. It was also voted to appoint a permanent 
committee on pesticides and similar agents, to initiate the 
preparation of a series of informative articles for the medical 
profession and to undertake the preparation of a special publi- 
cation in which information would be found on pesticides, their 
formulas, the purposes for which they are employed and the 
medical aspects of their use. 

The status of the Knott Hemo-Irradiator was considered by 
the Council, which concluded that a report should be prepared 
for publication under Council auspices. This device, which 
utilizes a technic that exposes the blood of a patient to irradia- 
tion, has been suggested for the treatment of a variety of dis- 
eases and for the irradiation of plasma for small blood banks. 
The Council concluded that there was not sufficient valid evi- 
dence to support the use of this technic in killing virus and 
other bacteria when plasma or blood is so irradiated. 

The Council discussed the status of drugs that do not provide 
material advantages over those that are already accepted for 
inclusion in New and Nonofficial Remedies. It was concluded 
that the rules permit individual consideration of each drug 
under question. 

For some years the Council has accepted pyridoxine hydro- 
chloride for inclusion in New and Nonofficial Remedies. This 
drug was accepted for experimental purposes; claims have not 
been recognized. Now there are indications that the substance 
may have an important metabolic function, and a report on 
the possible usefulness of pyridoxine will be issued soon by the 
Council, 

Consideration of pyridoxine raised the question of whether 
the Council should accept drugs for experimental use. It was 
concluded that a product should have demonstrated clinical 
usefulness before the Council accepts it and that the products 
in New and Nonofficial Remedies should be confined to those 
for which claims can be advanced and proved. 

After discussion of over-the-counter sa'e of penicillin, the 
Council voted to declare that it is not in the public interest to 
release penicillin for over-the-counter sale. The reasons for 
the Council stand have been set forth in a letter which has 
been forwarded to the Commissioner of Foods and Drugs. 

The Council accepts mixtures of two or more drugs which 
are present in fixed proportions. The specific conditions under 
which mixtures may be accepted will be incorporated in the 
Council's rules 


CURRENT STATUS OF ADRENAL AND PITUI- 
TARY HORMONES (CORTISONE AND 
ACTH) IN THE TREATMENT OF 
ARTHRITIS AND OTHER 
DISEASES 


Recently the daily press has contained numerous references 
to the treatment of rheumatoid arthritis and certain other dis- 
eases by the injection of an adrenal cortical hormone (cortisone, 
Kendall's Compound E, 17-hydroxy-11-dehydrocorticosterone) 
or by the adrenocorticotropic hormone of the anterior pituitary 
(ACTH), which stimulates secretion by the adrenal cortex. 

The use of these preparations was first tried in 1948 by 
Hench and his associates at the Mayo Clinic. They reported 
a dramatic reduction in stiffness and pain and improvement of 
muscular and joint function in 14 patients... The well known 
observation that rheumatoid arthritis is often improved after 
pregnancy, jaundice, general anesthesia or surgical treatment 
indicated that the disease could be influenced by phenomena 
which are primarily biochemical. The fact that the latter two 
procedures are known to stimulate the adrenal cortex prompted 
the Mayo workers to investigate the clinical efficacy of the 
aforementioned adrenal cortex and adrenal-cortex-stimulating 
preparations. 

Cortisone is one of at least 28 steroids that have been isolated 
in crystalline form from the adrenal cortex. This compound 


1. Hench, P. S.; Kendall, E. C.; Slocumb, C. H., and Polley, H. F.: 
The Effect of a Hormone of the Adrenal Cortex (17-hydroxy-11-dehydro- 
corticosterone: Compound E) and of Pituitary Adrenocorticotrophic Hor- 
mone on Rheumatoid Arthritis, Proc. Staff Meet., Mayo Clin. 24: 181- 
197 (April 13) 1949 


can be synthesized from the bile product, desoxycholic acid, 
but the method of preparation is long and the yield is small, 
Certain other materials, such as the steroids obtained from the 
African vine, strophanthus sarmentosus or from the Mexican 
yam, Dioscorea, may eventually be usable as starting points in 
the synthesis. Much work remains to be done before either of 
these possibilities can be fully evaluated. Other steroids and 
mixtures of steroids from the adrenal cortex, as well as certain 
synthetic substances structurally similar to cortisone, are being 
investigated in a number of clinics. 

The pituitary adrenal corticotropic hormone (ACTH) is now 
under investigation in 56 clinics, where 45 diseases are being 
studied. It is not a pure chemical compound, and different lots 
appear to vary in biologic action. ACTH does, however, afford 
a powerful tool for penetrating experiments on the basic mecha- 
nisms of diseases which are favorably influenced by its admin- 
istration. At the present time ACTH is prepared from hog 
pituitaries, the concentration in beef and sheep pituitaries being 
relatively low. The yield even from hog pituitary is small, each 
patient requiring the daily administration of the amount obtained 
from approximately 100 glands. 

As is not uncommon when powerful new agents are dis- 
covered, the immediate value of these substances is overempha- 
sized in the popular press. While it has been shown beyond 
doubt that cortisone and ACTH often provide prompt and 
dramatic relief in arthritis, gout, lupus erythematosus, myas- 
thenia gravis and other diseases, the improvement usually is 
maintained only as long as the administration of the drug is 
continued. Although chronic toxicity studies are far from 
comp!ete, it has already been established that the continuous 
administration of either preparation over a long period oiten 
cannot be tolerated. At the present time, these preparations 
are available only in certain clinics where complete metabolic 
studies can be undertaken and the maximum use made of the 
limited quantities of the materials. The patients are se'ected 
only after they understand fully the dangers involved. When the 
administration of these drugs is discontinued there may be a 
rebound effect, the initial symptoms of the disease recurring 
with even greater severity than before.* 

Another hazard in the use of either cortisone or ACTH is 
the general pituitary-adrenal disturbance which occurs during 
prolonged administration or with a relatively high dosage 
schedule. The rapidly developing clinical picture closely 
resembles that known as Cushing's syndrome. The picture is 
probably reversible if the administration of the drug is dis- 
continued promptly on the appearance of these symptoms. The 
disturbance of pituitary-adrenal function is perhaps more readily 
seen with the use of cortisone, since it tends to inhibit the 
activity of both glands, while ACTH stimulates the adrenal. 
ACTH appears to have a depressant effect on the insulin- 
producing cells of the pancreas when used in high doses or for 
long periods,® an effect which has been used to control non- 
Addisonian hypoglycemia in children. Although the experi- 
ments to date have been extremely cautious ones, there is some 
evidence that continued administration of ACTH might result 
in irreversible diabetes mellitus, of a high insulin-resistant type. 
Hypertension has been also noted in persons treated with 
ACTH. Both agents have been responsible for the develop- 
ment of psychotic states and pigment deposition resembling 
that seen in Addison's disease.5 

ACTH and cortisone were originally distributed to qualified 
investigators without charge, the former by the Armour Labora- 
tories and the latter through a committee of the National 
Academy of Sciences. Since Jan. 1, 1950 Merck & Co. has 
assumed responsibility for distribution of cortisone. While both 
companies are continuing the policy of distribution to qualified 


2. Boland, E. W., and Headley, N. E.: Effects of Cortisone Acetate 
on Rheumatoid Arthritis, J. A .M. A. 141: 301-308 (Oct. 1) 1949. 

3. Conn, J. W.; Lows, L. H., and Wheeler, C. E.: Production of 
Temporary Diabetes Mellitus in Man with Pituitary Adrenocorticotrophic 
Hormone: Keiation to Uric Acid Metabolism, J. Lab. & Chn. Med. 33% 
651-661 (June) 1948. 

4. McQuarries, L.; Bauer, E. G.; Ziegler, M. R., and Wright, Ww. S.: 
Effects ot Pituitary Adrenocorticotropic Hormone (ACTH) im om 
with Non-Addisonian Hypoglycemia, Proc. Soc. Exper. Biol. & M 
TA: 555-559 (Aug.) 1949. 

5. Thorn, G. W., and others: Studies on the Relation Pituitary dren 
Function to Rheumatic Disease, New England J. Med. 241: 529-536 ( 
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investigators, a charge is now being made for supplies of the 
drugs furnished. 

In the present state of our knowledge it would be extremely 
undesirable to permit the widespread use of these potent prep- 
arations in the routine practice of medicine, and it is perhaps 
fortunate that neither drug is now available in unlimited quan- 
tities. Because of the limited amounts of both drugs presently 
available, their use must be restricted to those instances where 
they will aid in the understanding of the mechanism of a 
disorder. 


NEW AND NONOFFICIAL REMEDIES 


The following additional articles have been accepted as con- 
forming to the rules of the Council on Pharmacy and Chemistry 
of the American Medical Association for admission to New and 
Nonoffictal Remedies. A copy of the rules on which the Council 
bases its action will be sent on application. 

OFFICE OF THE SECRETARY. 


LIDOCAINE HYDROCHLORIDE. —Xylocaine 
Hydrochloride (Astra).—The hydrochloride of diethylamino- 
2,-acetoxylidide. — CuHeeN2O.HCI—M.W. 270.79. — Lidocaine 
hydrochloride is prepared in solution by the action of hydro- 
chioric acid with lidocaine. The structural formula of lidocaine 
hydrochloride may be represented as follows: 

CH; 
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without epinephrine is suitable for block anesthesia of the digits. 
A 2.0 per cent solution with epinephrine 1: 50,000 is used for 
certain odontologic procedures. 


Tests and Standards.— 


Lipocaine. — @-Diethylamino-2,6-acetoxylidide. — CuH2N:O. 
—M.W. 234.33.— 


Physical Propertics: Lidocaine is a white, crystalline solid possessing 
a characteristic odor. It is practically insoluble in water, very soluble 
in alcohol and chlorotorm, and freely soluble in henzene and ether. It 
melts between 66 and 69 C. 

Identity Tests: To 0.1 Gm. of lidocaine dissolved in 1 ml. of alcohol 
add 10 drops of cobaltous chloride T.S. Shake the solution for about 2 
minutes: a bright green color and a fine precipitate develop. 

To a hot solution of 0.1 Gm. of lidocaine in 15 ml. of alcohol add 
2 mil. of a hot saturated alcoholic solution of picric acid. Cool, filter 
off the crystals and recrystallize from hot alcohol. Dry in a vacuum 
desiccator for 6 hours. The crystals melt between 231 and 232 C. 

Purity Tests: Uissolve 0.2 Gm. of hdocaine m 2 ml. of diluted hydro- 
chloric acid and 25 ml. of water. Saturate the solution with hydrogen 
sulfide: no color or precipitate develops (absence of heavy metals). 
Dissolve about 0.2 Gm. of lidocaine in 2 ml. of diluted nitric acid and 
20 mil. of water. To half of the solution add 1 ml. of silver nitrate 
T.S.: no opalescence develops (absence of halides). To the second 
half of the acid solution add 1 ml. of barium nitrate T.S.: no turbidity 
develops (absence of sulfate). 

Dry 0.5 Gm. of lidocaine, accurately weighed, in a vacuum over cal- 
cium chloride for 24 hours: the loss in weight does not exceed 0.5 
per cent. 

Ash about 0.5 Gm. of lidocaine, accurately weighed: the residue does 
not exceed 0.1 per cent. 

Assay: Dissolve about 0.5 Gm. of lidocaine, accurately weighed, in 
40 ml. of 0.1 N sulfuric acid. Titrate to a red violet color with 0.1 N 
sodium hydroxide using 3 parts of 0.1 per cent alcoholic bromocresol blue 
and 1 part of 0.2 per cent alcoholic methyl red as indicator. Each ml. of 
0.1 N= sulfuric acid is equivalent to 0.02343 Gm. of lidocaine The 
lidocaine content is not less than 99 nor more than 101 per cent. 

0.5 Per Cent Livocaine HyprocuLoripve Sorution: Pipet 10 ml. 
of the solution into an extraction flask. Add 1 ml. of 2 N ammonium 
hydroxide and extract with four 20 ml. portions of chloroform. Evaporate 


the chloroform extracts nearly to dryness, add 25 ml. of 0.01 N sulfuric 
acid and evaporate the rest of the chloroform. Titrate the residue with 
CH 0.01 N sedium hydroxide to a red violet color using the mixed indicator 

described under “‘Assay”’ in the monograph on Lidocaine. Each ml. of 
0.01 N sulfuric acid is equivalent to 0.002708 Gm. of lidocaine hydro- 
chloride. 

2 Per Cent Lipocaine HyprocnLoripve SoLution: Analyze in the 
manner described for the 0.5 per cent solution using 20 ml. of the solu- 
tion, 1 mi. of 5 N ammonium hydroxide, four 30 ml. portions of chloro- 
form and 25 ml. of 0.1 N sulfuric acid. Titrate with 0.1 N sodium 
hydroxide. Each ml. of 0.1 N sulfuric acid is equivalent to 0.02708 
Gm. of lidocaine hydrochloride. The lidocaine hydorchloride content is 
not less than 95 nor more than 105 per ce.t of the labeled amount. 

LipocaIne HyprocuLoripe- Erinepurine Sorutions: For the assay 
of lidocaine hydrochloride use the procedure described under Lidocaine 
Ilydrochloride Solutions. For the assay of epinephrine, use the method of 


ictions and Uses.—Injection of lidocaine hydrochloride, a 
potent local anesthetic agent, produces more prompt, intense 
and extensive anesthesia than an equal concentration of pro- 
caine hydrochloride. Its anesthetic potency and the area of 
an:sthesia are approximately twice those of procaine hydro- 
chloride. At a concentration of 0.5 per cent, the toxicity of 
lidocaine hydrochloride in mice is the same as that of procaine 
ydrochloride, but as the concentration is increased, its toxicity 
excceds that of procaine hydrochloride: at 1.0 per cent, it ts 
40 per cent greater; at 20 per cent, 50 per cent greater. It is J. R. Doty (Anal. Che m. 20: 1166 11948], adding 20 mg. of sodium 
be combined, to delay absorption, prolong its action and reduce centrifuge to separate the two solvents and pipet out a sample from the 
its toxic effects. It is also used without epinephrine when boitom layer for spectrophotomctric measurement. The lidocaine hydro- 
vasodepressor drugs are contraindicated. Systemic side reac- ee ee not be less than 95 nor more than 105 per cent 
tions and local irritant effects are rare. Nausea and vomiting, 
muscular twitching and chilling have been observed. 


AstrRA PHARMACEUTICAL Propucts, INc., New York 22, N. Y. 

Lidocaine hydrochloride is useful for infiltration and block Solution Xylocaine Hydrochloride 0.5% : 20 cc. vials: A 
anesthesia in dental as well as general surgical procedures. 


It solution containing 5 mg. of lidocaine hydrochloride and 8 mg. 
has been employed for topical or surface anesthesia, but the ©! sodium chloride in each cc. Preserved with | mg. of methyl- 
evidence to support such use is insufficient. It has been employed 


paraben per cc. 
for continuous caudal, peridural and spinal (subarachnoid) Solution Xylocaine Hydrochloride 2%: 20 cc. vials and 
anesthesia with promising results, but until its toxic potentiali- 


} 1.8 cc. cartridges: A solution containing 20 mg. of lidocaine 
ties have been compared with those of longer established agents, 


i } 5 hydrochloride and 6 mg. of sodium chloride in each cc. Pre- 
such as procaine and tetracaine, it should be used only for the 


, served with 1 mg. of methylparaben per cc. 
ess hazardous low caudal anesthesia. Lidocaine hydrochloride 
provides adequate anesthesia by these routes with a lower dose Solution Xylocaine Hydrochloride 0.5% with Epineph- 


and with less fall in blood pressure than occurs with the better "@¢ Hydrochloride 1: 100,000: 20 and 50 cc. vials: A solu 
known agents tion containing 5 mg. of lidocaine hydrochloride, 0.01 mg. of 
D epinephrine hydrochloride and 8 mg. of sodium chloride in each 

osage.—Lidocaine hydrochloride is injected according to the ¢¢ Preserved with 1 mg. of methylparaben per cc. 


type of local anesthesia to be induced. The maximum dose is 
Solution Xylocaine Hydrochloride 1% with Epineph- 


the same as for procaine hydrochloride, i. e., 0.5 Gm. in 24 ? ‘ : 
hours. When employed without epinephrine, as in patients who tine Hydrochloride 1: 100,000: 20 and 50 cc. vials: A solu- 
tion containing 10 mg. of lidocaine hydrochloride, 0.01 mg. of 


are hypersensitive to that substance, the maximum dose should 
be avoided and dosage reduced as much as possible. Solutions epinephrine hydrochloride and 6 mg. of sodium chloride in each 
Preserved with 1 mg. of methylparaben per cc. 


of half the strength of those used in procaine anesthesia should CC. 

provide equivalent anesthetic potency. It should be remembered Solution Xylocaine Hydrochloride 2% with Epineph- 

oe —— containing more than 0.5 per cent of lidocaine rine Hydrochloride 1: 100,000: 20 and 50 cc. vials and 1.8 

lydrochloride are more toxic than similar concentrations of  ¢¢ cartridges: A solution containing 20 mg. of lidocaine hydro- 
chloride, 0.01 mg. of epinephrine hydrochloride and 6 mg. of 


procaine hydrochloride. 
For infiltration anesthesia the 0.5 per cent concentration with sodium chloride in each cc. Preserved with 1 mg. of methyl- 
paraben per cc. 


hydrochloride 1: 100,000 is ordinarily used, the 

volume injected depending on the extent of the area to be a . . . . 
anesthetized. In minor surgery 2 cc. to 50 cc. of this solution 
is usuall : : rine Hydroc i : 50,000: . vials and 1.8 cc. cart- 
ually adequate, but in major surgery, up to 100 cc. may ridges: A solution containing 20 mg. of lidocaine hydrochloride, 
0.02 mg. of epinephrine hydrochloride and 6 mg. of sodium 


be aye ~ larger amounts (up to 200 cc.) are injected, 

,10rocoplasty, a solution should be 0.25 per cent. For chloride in each cc. Preserved with 1 mg. of methylparaben 
per cc. 


block anesthesia a 1.0 or 2.0 per cent concentration with 
U. S. patent 2,441,498. 


= 


epinephrine hydrochloride 1: 100,000 is used, depending on the 
Site and structures concerned. The 2.0 per cent concentration 
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EDITORIALS 


SATURDAY, FEBRUARY 4, 1950 . 


A NEW DRUG IN THE TREATMENT 
OF TUBERCULOSIS 

Sehnisch and his co-workers ' at the laboratories of 
Farbenfabriken Bayer at the Elberfeld Works, Ger- 
many, have developed, in cooperation with Domagk, 
a group of chemical substances, thiosemicarbazones, 
which possess chemotherapeutic effect against tuber- 
culosis. The activity of these products, according to 
these investigators, is not dependent on the sulfona- 
mide or sulfone groups, nor on the thiazole or thiodia- 
zole rings, but on an open chainlike arrangement of 
the nitrogen and sulfur atoms, such as is present in 


The 


most active of these substances is 4-aminoacetylbenzal- 


the thiosemicarbazones when suitably substituted. 


dehyde thiosemicarbazone, designated as conteben or 
TbI/698. Domagk® states that this substance has an 
effect on the tubercle bacillus in vitro and in vivo. He 
demonstrated in experimental tuberculosis in guinea 
pigs that the effect is much like that of para-amino- 
salicylic acid. Although the mode of action of the 
drug has not been established, Domagk believes that it 
exerts a direct action on the tubercle bacillus because, 
in addition to inhibiting the growth of this organism, 
it also produces morphologic alterations resulting in 
abnormal size and granular disintegration, formation 
of threads on the surface of the bacilli and changes in 
the staining properties. Domagk found it advantageous 
to combine thiosemicarbazone with streptomycin in the 
treatment of experimental tuberculosis. 

Mertens and Bunge® report on the clinical trials 
with 4-aminoacetylbenzaldehyde thiosemicarbazone on 
more than 10,000 patients with different types and 


1. Behnisch, R.; Mietzsch, F.. and Schmidt, H.: Chemica. Studies on 
Thiosemicarbazones with Particular Reference to Antituberculous Activity, 
Am. Rev. Tuberc. @1:1 (Jan.) 1950. 

2. Domagk, G.: Investigations on Antituberculous Activity of the 
Thiosemicarbazones in Vitro and in Vivo, Am. Rev. Tuberc. 61:8 (Jan.) 
1950, 

3. Mertens, A., and Bunge, R.: The Present Status of Chemotherapy 
of Tuberculosis with Conteben, a Substance of the Thiosemicarbazone 
Series: A Review, Am. Rev. Tuberc. 61:20 (Jan.) 1950. 
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stages of tuberculosis. These authors were responsible 
for the allocation of the drug and for the collection 
and analysis of some 60 clinical reports in Germany. 
In pulmonary tuberculosis it was more successful in 
lesions associated with a perifocal inflammatory proc- 
ess. The more recent the lesion and the better the 
blood supply, the more promising was the therapeutic 
etiect. Miliary tuberculosis and tuberculous menin- 
gitis were not influenced by the drug. Chronic pul- 
monary tuberculosis reacted much less satisfactorily 
than the acute form. Cavernous processes occasionally 
responded well to oral administration of the drug. 
Severe progressive cavitation, the authors suggest, can 
he successfully treated by local application of the drug 
in combination with Monaldi’s suction method. The 
drug proved satisfactory in the preparation of patients 
for thoracoplasties and for controlling postoperative 
complications. Like streptomycin, the drug is more 
efiective in the treatment of lesions and mucous mem- 
brane tuberculosis such as those found with tuber- 
culous tracheobronchitis, tuberculosis of the bronchus 
and laryngeal, intestinal and bladder tuberculosis. Its 
eflect on renal tuberculosis and on tuberculosis of 
bones and joints appears to be encouraging. 

The dosage must be individualized carefully. It 
must be adapted to the particular type and stage of 
the tuberculous process, the responsiveness of the 
manifestations of tuberculosis and the individual toler- 
ance of the patient. The usual daily dose of conteben 
for adults is approximately 2 mg. per kilogram of body 
weight administered by mouth. 

Among the toxic effects of the substance the authors 
mention gastric irritation, which develops in the begin- 
ning of the treatment and is manifested by lack of 
appetite, nausea and in some cases vomiting. These 
symptoms disappear in most cases with the continuance 
of the therapy. It is therefore advantageous to 
begin the treatment with the smallest doses and to 
increase them gradually. Some patients complained 
of headache and of symptoms suggestive of increased 
intracranial pressure. Other complications were con- 
junctivitis and skin rashes. There seemed to be, 
particularly in the beginning of the treatment, a depres- 
sion in the function of the hematopoietic system, 
manifested by a drop in the erythrocytes and in 
hemoglobin. A mild anisocytosis and poikilocytosis 
generally had no serious implications and did not 
require discontinuance of the medication. Several 
cases of agranulocytosis were observed in the beginning 
of the treatment. The question of toxic damage to 
the liver has not been elucidated. 

The German researchers claim that the thiosemi- 
carbazones, as well as streptomycin and para-amino- 
salicylic acid, possess different modes of action on the 
tubercle bacillus and the tuberculous infection. This 
suggests the possibility of an intelligent combination 
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of these chemotherapeutic agents. It will be the task 
of future clinical observations, they believe, to determine 
in which forms and stages of tuberculosis the individual 
chemotherapeutic agent is to be preferred and when a 
combination of several will enlarge the range of 
chemotherapy in tuberculosis. 

Hinshaw and McDermott* have submitted to the 
Clinical Subcommittee of the Committee on Medical 
Research and Therapy of the American Trudeau 
Society a report of their observations, after a visit dur- 
ing September 1949 to ten German institutions, on the 
therapeutic effect of 4-aminoacetylbenzaldehyde thio- 
semicarbazone. Included in the ten institutions sur- 
veyed were more than 2,000 patients who had received 
the drug, usually for prolonged periods of time. They 
emphasize that conteben is not a sufficiently powerful 
antituberculous drug to exert a significant influence 
on miliary or meningeal tuberculosis. Other types of 
clinical tuberculosis which have been proved to be most 
responsive to other antituberculous drugs in America 
and elsewhere appear to have responded to conteben 
therapy in Germany. Most impressive have been the 
results observed in the more superficial but serious 
types of mucous membrane complications of extensive 
pulmonary tuberculosis, especially tuberculous laryngi- 
tis and tuberculous enteritis. Patients with pulmonary 
tuberculosis, treated before irreversible pathologic 
changes have developed, may respond to conteben 
therapy, but doubt remains as to whether this is the 
preferable drug when other drugs are available, notably 
streptomycin. In most forms of extrapulmonary 
tuberculosis there is some evidence, often incomplete 
and sometimes confusing, which suggests that conteben, 
alone or in combination with other antituberculous 
drugs, may prove to be a valuable adjunct in the 
treatment. Conteben has a potential toxicity which 
would seem to be definitely greater than is the case 
either with streptomycin or para-aminosalicylic acid. 
Nevertheless, on the basis of the present evidence there 
is reason to believe that with proper caution the drug 
can be administered for long periods of time. These 
authors feel that conteben antituberculous activity of 
the same general order as that of para-aminosalicylic 
acid, with a potential toxicity somewhat like that of 
the arsenicals used in the treatment of syphilis. The 
drug can be considered as an important addition to 
the currently available antimicrobial agents. It is the 
opinion of these authors that conteben would not replace 
streptomycin but could be used together with strepto- 
mycin in the treatment of tuberculosis. The data 
available in Germany, they conclude, are sufficiently 
promising to justify a prompt and thorough series of 
experimental and clinical trials in the United States. 


4. Hinshaw, H. C., and McDermott, W.: American Trudeau Society: 
Medical Section of the National Tuberculosis Association, Am. Rev. 
Tuberc. G1: 145 (Jan.) 1950, 
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AMEBIASIS 


Until the outbreak of the Chicago epidemic in 1933 
amebiasis was believed to be encountered only in the 
tropics. The Chicago outbreak, however, called atten- 
tion to amebiasis as a worldwide disease. Recent 
surveys with much improved laboratory methods, such 
as the use of polyvinyl alcohol preservative, hema- 
toxylin-stained slides, Faust’s flotation for cysts and 
culture of amebas show that approximately 20 per cent 
of the population of the United States is infested. 
Craig, Faust, D’Antoni and others have shown that 
most of the persons infected with Endameba histolytica 
do not present a textbook picture of amebiasis but 
suffer from a subclinical form of the disease or have 
chronic constipation alternating with short outbursts 
of diarrhea. Such patients usually seek medical aid for 
symptomatic disturbances. According to the situa- 
tion of the main lesions, the symptoms may be local- 
ized in the appendiceal region, the hepatic flexure, the 
splenic flexure or the descending colon. Rectosig- 


moidal lesions are present in only about one third of 


the cases. Because of the mild symptoms, patients 
often do not come to the physician’s office until the 
disease becomes chronic or until sequelae, especially 
certain forms of ulcerative colitis and an “irritative 
colon,” have developed. 

The greatest obstacle in the fight against amebiasis 
is the lack of laboratory personnel properly trained in 
parasitology. Food handlers cannot be controlled in 
all localities, and physicians, especially in small com- 
munities, are not always able to obtain a proper labora- 
tory examination because of the small number of 
parasitologists available in medical laboratories. Even 
if every case of amebiasis could be called to the atten- 
tion of the medical professor, a new problem would 
arise: what about the 20 per cent of the population 
who excrete E. histolytica in their feces? Only “work 
on the spot,” progressive surveys and constant mindful- 
ness of the real protean nature of the disease when the 
patient comes to the office will eradicate this scourge. 

In the active treatment of the disease, much hope 
now is based on the use of drugs, particularly the newer 
antibiotics. However, some have the disadvantage of 
diminishing the number of intestinal bacteria which play 
an important role in the maintenance of normal nutri- 
tion. They must be given carefully and should be used 
only when the patient is seen frequently. The same 
is true for the iodine and arsenical compounds employed 
in the treatment of amebiasis. EEmetine hydrochloride 
is the drug of choice only when there is liver involve- 
ment and for acute or subacute amebiasis, This drug 
is frequently toxic and must be given with great care. 
Several series of combination therapy may be neces- 
sary to produce a cure. There is a great diversity 
in the response of man to the different antiamebic 
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drugs. Thus amebiasis again confirms the old rule that 
the state of the patient is the only yardstick for the 
treatment and that only individualized medicine can 
achieve the best results. 


Current Comment 


RESEARCH COUNCIL FOR ECONOMIC 
SECURITY 

The Research Council for Economic Security is a 
Chicago organization established in 1945 to prepare 
factual studies in the field of social security. It has 
published almost eighty studies on major phases of 
social and economic security, of which more than 
twenty-five are concerned with health and related prob- 
lems. Single copies are available without charge. The 
independence of the council and the integrity of its 
research have aided acceptance of its findings. Propa- 
ganda and politics do not have any part in its work, 
and its publications have become acceptable for edu- 
cational and legislative purposes. Medical societies and 
mdividual physicians, civic bodies, labor groups, cham- 
bers of commerce, editors, commentators and others 
have made frequent use of the studies. Recently the 
council completed a survey of employee benefit plans 
im twelve metropolitan areas in the United States. 
Based on some 6,500 returns, this nationwide summary 
is probably the most complete record of the character, 
extent and coverage of voluntary employee benefit plans 
in industry. It offers a convincing statistical record 
of the advance in the voluntary provision of medical 
care. 


METABOLIC CONTROL OF ENDOTHELIUM 


Evidence of metabolic control of endothelial functions 
is reported by Timiras and Selye* of the University of 
Montreal, Canada. They demonstrated an increased 
reticuloendothelial phagocytosis during the alarm reac- 
tion in rats. In a typical experiment 44 adult male 
rats were divided into four equal groups. One group 
served as controls. Animals of the three remaining 
groups were given no food for forty-eight hours. Dur- 
ing the last twenty-four hours they were subjected to 
various stresses, such as temperature of 0 to 5 C., spinal 
cord transection and repeated, exhaustive, forced exer- 
cise. All animals were then given intravenous injec- 
tions of 2 cc. of a 1:5 dilution of india ink in sodium 
chloride solution. One hour later the animals were 
killed and autopsies performed. Macroscopic and 
microscopic examinations showed that in the stressed 
animals there was a decided increase in _ reticulo- 
endothelial phagocytosis of carbon particles in the lungs, 
kidneys, adrenals, bone marrow, hibernating gland, 
thymus and lymph nodes. Phagocytosis, however, was 
not increased in the liver and was slightly decreased 
im the spleen. Whether or not other reticuloendothelial 
functions, such as antibody production or release, were 
also increased was not determined. 


1. Timiras, P. S., and Selye, H.: Science 110: 560 (Nov. 25) 1949. 


COMMENT 
TENTH ANNUAL CONGRESS ON INDUS- 
TRIAL HEALTH 


The Tenth Annual Congress on Industrial Health, 
sponsored by the Council on Industrial Health of the 
American Medical Association and the Medical Society 
of the State of New York, is being held on February 20 
and 21 at the Hotel Roosevelt in New York City, 
Elsewhere in the issue (page 345) is the program for 
the congress, which this year is emphasizing the health 
and welfare of workers in industry and business. Most 
of the discussions during the congress will be directed 
toward clarifying the objectives of industrial health 
services and bringing these benefits to more workers, 
One phase of the program will be a symposium on 
voluntary health insurance plans. The Annual States 
Relations Dinner will be held on Monday, February 20 
at 6:30 p.m. The program will include a discussion 
of the values of regional conferences and of ten years 
of industrial health progress. 


INDEX-CATALOGUE TO END 


The Army Medical Library will discontinue the 
publication of the “Index-Catalogue.” After publica- 
tion of the volume currently in preparation, the Library 
will publish a volume or volumes which will complete 
the monographic holdings to the midcentury mark. 
Then the Library will publish only the most useful 
portion of the backlog of over 1,750,000 unpublished 
references which have accumulated over the years. 
At the same time, the Library’s Current List of Medi- 
cal Literature will be augmented and improved to pro- 
vide more effective service. An author index will be 
added, a standard list of regularly surveyed journals 
will be introduced, classification by broad journal group- 
ings will be abandoned, the format and frequency of 
publication may be altered and a cumulative subject 
index will be provided. Provision for a continuing 
record of the Library’s monographic holdings has been 
assured in the form of an annual supplement to the 
“Library of Congress Catalog of Printed Cards.” The 
“Index-Catalogue” was planned in the mid-nineteenth 
century. Medical research and the publication resulting 
from that research had an altogether different character 
from that of the mid-twentieth century. New fields 
have opened; millions of dollars have been poured into 
organized medical research, and the literature has 
increased tremendously. This made it impossible to 
maintain the “Index-Catalogue” on a current basis. 
Furthermore, the alphabetic sequence of publication 
made it necessary to defer publication of many entries 
until twenty years and more had elapsed, thus greatly 
diminishing the usefulness of the work. The Army 
Medical Library believes that its work must be much 
more closely integrated with current medical research. 
It is and will continue to be a center of historical 
research in the medical sciences, but it does not wish 
to attempt continuance of a form of publication which 
is no longer practicable. 
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ORGANIZATION SECTION 


Official Notes 


TENTH ANNUAL CONGRESS ON 
INDUSTRIAL HEALTH 


Hotel Roosevelt, New York 
Feb. 20-21, 1950 


Sponsored by 
The Council on Industrial Health 
American Medical Association 


The Medical Society }, a State of New York 
Monpay, 10: 00 a. m—BALLROOM 
OPENING SESSION 
Dr. Antuony J. Lanza, Presiding 
Chairman, Council on Industrial Health 


Appress OF WELCOME 
Joun J. Masterson, M.D., President, Medical Society of the State of 
New York, Brooklyn. 


SYMPOSIUM ON IF DISASTER COMES—WILL 
INDUSTRY BE PREPARED? 


Dr. Warren F. Draper, Moderator 


What is our Backlog of Experience? 
Grorce Batur, M.D., formerly Chief Medical Officer, U. S. Office of 
Civihan Defer se, New York 
How S$ ould the Lessons of W orld War II be Applied to Future Plan- 
hd 
Wiiciam L. Witson, Colonel, M.C., U. S. A., Special Assistant to 
lhe Surgeon General (Army), Ww ashington, D. 
if Any, Specific Plans are Now Available jor Use in Industry? 
s G. TOWNSEND, M. D., Chief, Division of Industrial Hygiene, 
S. Public Health Service, Washington, D. C. 
Commission on Chronic liiness—-Its Importance to Labor and Industry 
on L. Levis, M.D., Director, Commission on Chronic Illness, 
Assistant Commissioner for Medical Services, State of New York 
partment of Health, Albany 
ept of Industrial Psychiatry (Illustrated by a short documentary 
film) 
. Linc, M.D., M.R.C.P., Medical Director, Roffey Park Rehabilita- 
Centre, Horsham, Sussex, England 


Mownpay, 12: 30 p. m—HENpr1K Hupson Room 
MARY DONLON LUNCHEON 


Sponsored by 
The Medical Society of the State of New York 
The American Academy of Compensation Medicine 
The Council on Industrial Health 


New York State’s New Approach to Disability Benefits Insurance 
~~ Donton, Chairman, Workmen’s Compensation Board, State of 
ew York 


Monpay, 2:00 p. m—BaALLRoom 


SYMPOSIUM ON PREPAYMENT HEALTH PLANS FOR 
INDUSTRIAL WORKERS 


Dr. W. A. Sawyer, Moderator 


Eastman Kodak Company, Rochester, New York; Chairman, Correlating 
Committee on Medical Care for Industrial Workers, Council on 
Medical Service, American Medical Association 


Introductory Statement 
Tuomas A. McGotpricx, M.D., Member, Council on Medical Service, 
American Medical Association, Brooklyn 
I. Medical Society and Biue Cross Plans 
“> r. McCoamace, Vice President, United Medical Service, Inc., 
cw or 
Pau. R. Hawtey, M.D., Chief Executive Officer, Blue Cross-Blue 
Shield Commissions, Chicago 
The Union Plans 
Leo Price, M.D., Director, Union Health Center, New York 
WARREN DRAPER, - D., Executive Medical Officer, Welfare and Retire 
ment Fund U. W: of America, Washington, D. C. 
Il], Management Pious 
B. Crow, Special Representative, Weirton Steel Company, Weirton, 
West Vi irginia 
D. O. Wricut, M.D., Director, Medical Department, American Cast 
Iron Pipe Company, "Birmingham, A Alabama 
IV. Private Insurance Plans 
Epwarp A. Green, 2nd Vice President, John Hancock Mutual Life 
Insurance Company, Boston 
Emerson L. Mitcuett, District Supervisor, Group Department, Provi- 
dent Life and Accident Insurance Company, Chattanooga, Tennessce 


Question and Answer Period 


Monpay, 2:00 p. m—Partors A ann B 
CONFERENCE ON NOISE IN INDUSTRY 


Co-Chairmen 
Stacy R. Guitp, Ph.D., Associate James H. Sterner, M.D., Associ- 
Professor of Otology, Johns Hop- ate Medical Director, Eastman 
kins University School of Medi- Kodak Company, Rochester, New 
cine, Baltimore. York. 
This is a working conference. Attendance is limited to invited guests. 
Conducted by the Comm ttee on Physical Agents of a Hazardous Nature 
(Es ablished at the Ninth Annual Congress on Industrial Health) and 
the Sub-Committee on Noise in Industry, American Academy of 
Ophthalmology and Otolaryngology 


Monpay, 6:30 p. m—HENprIK Hupson Room 
ANNUAL STATES RELATIONS DINNER 


Dr. CLARENCE D. Presiding 


Chairman, Committee on Professional Relations 
Council on Industrial Health 


Introduction of Dr. J. F. McCahan, Assistant Secretary of the Council on 
Industrial Health 
Introduction of Guests 
Regional Conferences—Desirable Organization and Values 
Frank Princi, M.D., Director, Division of Industrial Medicine, Uni- 
versity of Color ado, Denver 
Epwarp C. HOLMBLAD, M.D., Managing Director, American Association 
of Industrial Physicians and Surgeons, Chicago 


TEN YEARS OF INDUSTRIAL HEALTH PROGRESS 
Growth and Acceptance 
O. A. Sanper, M.D., Associate in Medicine, Marquette University 
Medical School, Milwaukee 
Scientific Achicvemeni 
Puitip Drinker, B.S., Ch.E., Editor, Archives of Industrial Hygiene 
and Occupational Medicine, Boston 
Professional Preparation 
Rosert A. Keuoe, M.D., Kettering Laboratory of Applied Physiology, 
Univers:ty of Cincinnati College of Medicine, Cincinnati 
A Brief Look Ahead 
Anruony J. Lanza, M.D., Institute of Industrial Medicine, New York 
University- Bellevue Medical Center, New York 


TUESDAY—BALLROOM 
SYMPOSIUM ON HUMAN RELATIONS IN BUSINESS AND INDUSTRY 
Dr. Raymonp Hussey, Presiding 
MorNING SEssion—9: 30 


Keynote Address—-The Human Side of Business 
J. a KEENER, Vice President, The B. F. Goodrich Company, Akron, 
hio 
Engineering Potentials in Human Relations 
Renato Contini, Research Coordinator, College of Engineering, New 
York University, New York 


Responsibilitics of Industrial Medicine in Gerontology 
Epvwarp Srieciitz, M.D., Washington, D. C. 


Education of Employees for Retirement 
R. B. Rossox, M.D., Medical Director, General Motors of Canada, 
Ltd., Windsor, Ontario 


General Discussion 


AFTERNOON SESSION—2: 00 


PANEL ON THE EXPERIENCE OF GENERAL MOTORS IN DEVELOP- 
ING NEW TECHNICS FOR SELECTION, PLACEMENT 
AND FOLLOW-UP OF EMPLOYEES 


Georce A. Jacosy, Chairman 
Director of Personnel Services, Detroit 
Selective Placement 
Max R. Burnett, M.D., Medical Director, Detroit 
Interviewing Technics 
Acoie A. Henvrix, Director of Employment Practices, Flint, Mich. 
Employment Testing 
rLo L. Crissey, Ph.D., Associate, Personnel Evaluation Services, 
General Motors Institute, Flint, Mich. 
The Foreman’s Role in: Selecting New Employees and Employee Per- 
formance Rating 
Byron L. Stewart, Assistant Personnel Director, Delco Remy Division, 
Anderson, Ind. 
Attitude Evaluation 
11L1am H. Harvey, Director of Industrial Relations, Electromotive 
Division, La Grange, Ii. 
General Discussion 
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Tuespay, 12: 30 p. m.—Fover 
LUNCHEON 
Sponsored by the New York Industrial Nurses’ Club 


We Need to be Unified 
(Medical-Nursing-Management Relations) 
Gtapvys L, Dunvore, R.N., Executive Secretary, American Association 
of Industrial Nurses, Inc., New York 


Tuespay, 2:00 p. m—SMALL BaLLroom 
SYMPOSIUM 
Case Finding in Industry 
Moderator, Dr. A. J. LANza 


A Statement on General Objectives 
Thomas Dustin, M.D., Executive Secretary, National Health Council, 
New York 
Industrial Case Finding for Tuberculosis 
Frank T. Jones, National Tuberculosis Association, New York 
Cardiovascular Disease Case Finding in the Industrial Health Program 
Joun W. Ferree, M.D., Director of Public Health, American Heart 
Association, New York 
Testing for Eye Problems 
Franktin M. Foore, M.D., National Society for the Prevention of 
Blindness, New York 
The Ess ntials of a Successful Multiphasic Screening Survey Based upon 
a Recent Survey Conducted in San Jose, Calif. 
C. Keity Canero, M.D., San Jose, Calif. 
Correlation of Case Finding with Industrial Medical Services 
Roserrt C. Pace, M.D., Medical Director, Standard Oil Company of 
New Jersey, New York 
Correlation of Case Finding with Private Physician 
V. Srautpine, M.D., President, American Academy of Com- 
pensation Medicine, New York 


Washington Letter 


(From a Special Correspondent) 
Jan. 30, 1950. 


Representative Keating Espouses Different “Health 
Insurance” Plan 

Advanced by its sponsor as a practical method of forestalling 
enactment of compulsory health insurance, H. R. 6819 was intro- 
duced in the House January 17, authorizing members of volun- 
tary prepayment health plans to deduct premium payments from 
their income taxes. It was offered by Representative Kenneth 
B. Keating (Republican, New York). On January 12, he filed 
a similar measure (H. R. 6727), but, when it was found to con- 
tain a number of technical errors, H. R. 6819 was introduced for 
consideration in its stead. 

Persons having an adjusted gross income of $2,000 or less 
would be permitted to deduct 90 per cent of their annual pay- 
ment to a prepayment pian. Thus, if the income tax came to 
$20 and premiums for the year totaled $18, the net tax due 
would be $3.80. Eighty-five per cent would be deductible for 
those in $2,000-$4,000 income brackets; 80 per cent, $4,000- 
$6,000; 75 per cent, $6,000-$8,000; 70 per cent, $8,000-$10,000, 
and 60 per cent for those above $10,000. 

“The question,” said Representative Keating, “is whether the 
real interest of the socialized medicine advocates is in building 
up another formidable government agency and keeping taxes 
high or in expanding health insurance to protect more people.” 
H. R. 6819 has been referred to the House Ways and Means 
Committee, since it involves federal revenues. 


“Deductible” Compulsory Health Insurance 
Bill Filed 

Representative Reva Beck Bosone (Democrat), first term 
member of Congress from Utah, on January 16 introduced 
H. R. 6766, a bill establishing compulsory health insurance with 
a deductible benefits clause. By its provisions, the insured party 
would pay the first $50 in medical bills each year and expen- 
ditures in excess of that figure would be paid for out of the 
United States Treasury. For dental expenses, the deductible 
figure is set at $25. Otherwise, the bill is little different from 
the Thomas-Murray-Dingell measure as far as compulsory 
coverage is concerned. 


ORGANIZATION SECTION 


i A. M. A. 
eb. 4, 1950 


A 3 per cent payroll tax is provided, borne equally by 
employer and employee. If more money is needed to keep the 
plan solvent, a deficiency appropriation up to | per cent of the 
estimated annual average of all wages is authorized. The 
Bosone scheme calls for administration by the Federal Security 
Agency and setting of fee schedules by special boards in each 
of the states, its members to be appointed by “the medical 
society having the largest membership in the state.” Each board 
would be composed of six physicians, three dentists, two nurses, 
two hospital supervisors and two pharmacists. 

“In drafting the bill,” said Mrs. Bosone, “I have retained 
many of the fine aspects of the administration bill already intro- 
duced. There may be some ‘bugs’ in my bill. There is no 
perfect legislation, but this is a new plan to be reviewed for its 
defects and merits in 1954.” 

Her proposed program would be for a three year trial period, 
to be extended or terminated by Congress in 1954. The bill has 
been referred to the House Interstate and Foreign Commerce 
Committee. 

Legislative Mill Grinding Slowly 

The first month of the second session of the Eighty-First 
Congress passed into history with comparatively little action 
on pending health and medical care legislation. Several new 
bills were introduced, but the feeling persists in the Capitol 
that none of these will be enacted into law this year. 
Rather, whatever measures are passed are more likely to be 
certain ones introduced in 1949, approved by one branch of 
Congress or the other and carried over into 1950 for final 
action. Most conspicuous in this group are the controversial 
bills on federal aid to medical education and local school health 
services, as well as the less disputed plans for government sup- 
port of public health units and establishment of new medical 
research centers at Bethesda, Md. 

Giving serious consideration to constructive proposals advanced 
by the American Medical Association, the House Committee on 
Interstate and Foreign Commerce was scheduled to take action 
early in February on revision of H. R. 5940, which provides 
for federal financial support to schools of medicine, nurs.ng 
and certain others in the health sciences. Next priority is given 
to the question of subsidizing local public health agencies 
throughout the country. 

On the Senate side of the Capitol, chief interest is attached 
to the plan sponsored by Senator Lester C. Hunt (Democrat, 
Wyoming), which calls for a Department of Health, establish- 
ment of a voluntary type national health insurance program 
and provision for loans and grants to physicians, medical groups 
and hospitals in “shortage areas.” Senator Paul Douglas 
(Democrat, Illinois) also has announced his intention of intro- 
ducing a health insurance bill designed to forestall enactment 
of the Thomas-Murray-Dingell bill, but it is not expected to 
be drafted for at least another month. 


Representative Keefe Deprecates Antihistamine 
Advertising 

Representative Frank B. Keefe (Republican, Wisconsin) made 
a strong speech on the floor of the House January 18 deprecat- 
ing advertising claims made for antihistamine drugs as “cold 
cures” and recommending legislative steps to tone them down 
in the interest of truth and accuracy. 

“It can be stated authoritatively,” he said, “that the Food 
and Drug Administration has most emphatically not endorsed 
any antihistamine cold preparations. The general public, | am 
afraid, is being led to believe that the effectiveness of these 
remedies has been vouched for by the Food and Drug Admin- 
istration.” 

He emphasized that the Food and Drug Administration is not 
responsible for a drug’s efficacy but, rather, is legally concerned 
only with its safety to the user. 

“I am fearful that the person who has a cold caused by @ 
virus infection, for example, relying on this advertising may 
resort to self medication in the hope that he can cure himself 
in twenty minutes, as some of the .advertising states, whem 
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there is no clinically established factual basis for such state- 
ment,” Representative Keefe asserted. 

He said the Food and Drug Act should be amended to require 
makers of new drug preparations to submit convincing evi- 
dence, backed by clinical findings, that the product is thera- 
peutically effective before it can be placed on over-the-counter 
sale 


Medical Legislation 


STATE LEGISLATION 


Massachusetts 

Bills Introduced.—H. 250 proposes the creation of a special commission 
to investigate and study anterior poliomyelitis and the problem of its 
control. H. 372, H. 1277 and H. 1667 propose the enactment of a 
cash sickness disability benefits law. H. 483, to amend the law relating 
to tests of sight and hearing of school chiidren, proposes that such tests 
of si-ht shall be made by qualified physicians or registered optometrists 
and the tests of hearing shall be made by qualified physicians or persons 
specially trained in giving such tests. H. 535 proposes amendments to 
the -eneral law providing for the creation of a voluntary system for the 
payment of hospital, surgical operation, sickness, bodily injury and 
maternity benefits to employees. H. 538, to amend the law relating to 
the conduct of kennels, proposes to define the word “kennel” as including 
any place where dogs are housed in connection with scientific experi- 
mentation before, after or during the course of such experimentation. 
Such kennels would have to be licensed and would be open for inspection 
by a humane agent of the Massachusetts Society for the Prevention of 
Cruelty to Animals or of the Animal Rescue League of Boston. H. 539 
proposes regulations for the licensing of institutions engaged in the 
practice of using, buying, selling or trading dogs, cats and horses for 
medical, surgical or scientific research purposes. H. 606 proposes that 
blood banks, except those in registered hospitals, shall be under the 
supervision of the department of public health and subject to inspection 
by cistrict health officers. H. 688 proposes to memorialize the Con- 
gress of the United States to vote against any attempt that may 
be made to subject the American people to any form of compulsory 
heal'h insurance. H. 703, to amend the law relating to the examination 
of school children’s feet, proposes that such examination may be made 
by a physician, chiropodist or podiatrist. H. 707 proposes to require 
the trustees of the University of Massachusetts to establish, as a part 
of such university, a school of chiropody. H. 710 proposes to require 
the trustees of the University of Massachusetts to establish two medical 
schools, one in the western part of the state and ene in the eastern part. 
H. 779 proposes to establish liens in favor of hospitals and other insti- 
tutions In the state on all causes of action for damages accruing to @ 
patient therein or te the legal representatives of such patient for the 
reasonable charges for hospital care, treatment and maintenance necessi- 
tated by the injuries giving rise to such causes of action. H. 798, to 
amend the workmen’s compensation act, proposes that the word “physli- 
cian’ shall be deemed to include a chiropodist. H. 833 provides for 
the appointment of a special commission to make a study of the use 
of animals for medical experimentation. This commission will be required 
to report any plans or methods approved by it and its recommendations 
on or before the second Wednesday of December 1950. H. 1212 proposes 
regulations for the organization of nonprofit hospital service corporations. 
H. 1253 proposes to authorize the department of labor and industries 
to rejuire every physician treating a patient whom he believes to be 
suffering from any ailment or disease contracted as a result of the 
nature, circumstances or conditions of the patient’s employment to report 
such information to the department. The proposal would also authorize 
the department to Issue a list of such diseases which must be regularly 
reported by physicians. H. 1310 proposes that no medical, surgical 
or other scientific experiment, operation or demonstration performed on 
one or more living cats or dogs for the purpose of teaching or instructing 
students shall be performed more than once per calendar year in any 
educational institution, hospital or laboratory within the state and then 
only for the purpose of recording said experiment, operation or demonstra- 
tion on film or by television for the teaching of students. H. 1453 
proposes that any duly registered physician licensed to practice medicine 
and surgery in the commonwealth shall be entitled to treat his or her 
patients admitted to any public or semipublic hospital supported in 
whole or in part by contributions from the commonwealth and that 
ne licensed physician shall be discriminated against or refused the 
right of practicing his profession in any public hospital supported by 
public funds because such physician is not a member of the Massachusetts 
Medical Society. H. 1665, to amend the workmen's compensation law, 
Makes provision for the appointment of qualified impartial physiciaus 
to examine injured employees. H. 1804, to amend the law relating to 
Chiropody, proposes that chiropody shall mean the treatment of the 
Structures of the human foot by medical, mechanical or surgical means 
Without the use of other than local anesthetics. The proposal would 
further provide that its provisions should not apply to surgeons of the 
United States Army, Navy or of the Marine hospital service nor to 
Tegistered physicians in the commonwealth. H. 2032 proposes that one 
Member of the board of registration in medicine shall be a chiropractor. 
Under the proposal chiropractors would be required to pass the same 
examination as physicians except that such examination would not 
include the subjects of materia medica and surgery, and a licensed 
chiropractor would be entitled to diagnose and treat diseases, injuries, 
deformities and other physical or mental conditions, by the use of any 
and all methods, as herein provided, such as palpating, diagnosing, 
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adjusting and treating diseases, injuries and defects of human beings by 
the application of manipulative manual and mechanical means, including 
all natural agencies imbued with the healing act, such as food, water, 
heat, cold, electricity, vacuum cupping and drugless appliances without 
the use of drugs or what are commonly known as medicinal preparatious, 
or in any manner severing or penetrating any of the tissues of the 
human body, known as surgery. S. 54 proposes the creation of a 
special commission to make a survey and study of the subject of 
spastic paralysis and the causes and treatment thereof with a view to 
alleviating the suffering of persons affected thereby and to the advisability 
of providing a noncontributory pension for such persons. S. 97 proposes 
regulations for the creation of nonprofit hospital service corporations. 


Mississippi 
Bills Introduced.—H. 3 and S. 14 propose the creation of a four year 
medical school as a department in the University of Mississippi. 


New York 


Bills Introduced. A. 119 proposes to make it unlawful for any person 
to sell at retail or give away any antihistamine drug or any preparation 
containing antihistamines without obtaining a prescription of a duly 
licensed practitioner of medicine, dentistry or podiatry. A. 256, to amend 
the penal law, proposes that the owner, lessee, proprietor and manager 
of every public hotel, club, camp and every other public resort having 
sleeping accommodations for 300 or more persons must have a resident 
physician in attendance at all times during the period of operation. 
A. 396 proposes an appropriation to the department of health to defray 
the cost of research in cancer control. A. 447, to amend the public 
health law relating to the uniform narcotic drug act, proposes that the 
word “physician” as used therein shall include osteopathy. 8S. 165, to 
amend the education law, proposes to authorize the state university 
trustees to establish a medical school in the county of Bronx. S. 166, 
to amend the public health law, proposes to require physicians to report 
cases of infantile paralysis to the county health officer. 8S. 353, to amend 
the mental hygiene law, proposes regulations establishing minimum 
standards for the staff of state mental institutions. 


Coming Medica! Meetings 


Annual Congress on Industrial Health, New York, Roosevelt Hotel, Feb. 
20-21. Dr. Carl M. Peterson, 535 N. Dearborn St., Chicago 10, 
Secretary. 

Annual Congress on Medical Education and Licensure, Chicago, Palmer 
House, Feb. 5-7. Dr. Donald G. Anderson, 535 N. Dearborn St., 
Chicago, Secretary. 


American Academy for Cerebral Palsy, New York, Waldorf-Astoria 
Hotel, Feb. 16-17. Dr. Meyer A. Perlstein, 4743 N. Drake Ave., 
Chicago 25, Secretary. 

American Academy of Allergy, Los Angeles, Hotel Biltmore, March 6-8. 
Dr. Theodore L. Squier, 208 E. Wisconsin Ave., Milwaukee 2, Secretary, 

American Academy of General Practice, St Louis, Kiel Auditorium, Feb. 
20-23. Mr. Mac F. Cahal, 406 W. 34th St., Kansas City, Mo., Execu- 
tive Secretary. 

American Academy of Orthopedic Surgeons, New York, Waldorf-Astoria 
Hotel, Feb. 11-16. Dr. Harold B. Boyd, 869 Madison Ave., Memphis, 
Tenn., Secretary 

American Goiter Association, Houston, Texas, March 9-11. Dr. George 
C. Shivers, 100 E. St. Vrain St., Colorado Springs, Colo., Secretary. 

American Society for Surgery of the Hand, New York, Feb. 10-11. Dr. 
Joseph H_ Boyes, 1401 S. Hope St., Los Angeles 15, Secretary 

Chicago Medical Society Annual Clinical Conference, Chicago, Palmer 
House, Feb. 28-March 3. Dr. H, Kenneth Scatliff, 30 N. Michigan 
Bivd., Chicago 2, Secretary. 

Dallas Southern Clinical Society, Dallas, Texas, March 13-16. Miss Betty 
Elmer, 1133 Medical Arts Bldg., Dallas 1, Executive Secretary. 

Michigan Postgraduate Clinical Institute, Detroit, Book-Cadillac Hotel, 
March 8-10. Dr. L. Fernald Foster, 20 Olds Tower, Lansing 8, 
Secretary. 

Mid-Atlantic Section, American Urologic Association, Hot Springs, Va., 
The Homestead, March 23-25. Dr. H. N. Dorman, 1025 Connecticut 
Ave. N. W., Washington 6, D.C. 

Missouri State Medical Association, St. Louis, March 26-29. Dr, H. E. 
Petersen, 634 N. Grand Blvd., St. Louis 3, Secretary. 

National Society for the Prevention of Blindness, Miami, Fla., Hotel 
Floridian, March 26-30. Dr. Franklin M,. Foote, 1790 Broadway, 
New York 19, Executive Director. 

New Orleans Graduate Medical Assembly, New Orleans, Municipal Audi- 
torium, March 6-9. Dr. Woodard D. Beacham, 1430 Tulane Ave., New 
Orleans, Secretary. 

South Atlantic Association of Obstetricians and Gynecologists, Roanoke, 
Va., Hotel Roanoke, Feb. 9-11. Dr. Emmett D. Colvin, 1259 Clifton 
Road N.E., Atlanta 6, Ga. 

Southeastern Allergy Association, Columbia, S. C., Columbia Hotel, Feb. 
11-12. Dr. Katharine B. MacInnis, 1515 Bull St., Columbia 49, S. C., 
Secretary. 

Southeastern Surgical Congress, Washington, D. C., March 6-9. Dr. 
Benjamin T. Beasley, 45 Edgewood Ave, S.E., Atlanta 3, Ga., Secretary. 
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GOVERNMENT SERVICES 


ARMY 
THE ARMY’S HEALTH tion. Participating agencies are the Army, Navy, Air Force, 


Veterans Administration, Public Health and Indian Affairs. 
Two previous hospital institutes have been conducted by the 
Veterans Administration, one in January 1949 and one in 
October 1949. They are held every six months. 


Major Gen. R. W. Bliss, Surgeon General, announces that 
the Army’s health was better in 1949 than in any other year. 
Preliminary figures show that the rate of admissions for 1949 


was 128 per 100,000 strength per average day. Admissions in 
Army medical reporting include not only hospital cases but ——— 
all persons relieved from duty because of illness or injury PERSONAL 


beyond the actual day of onset. The 1949 report shows an 
improvement in Army health for the fourth consecutive year 
and compares with an average wartime rate, excluding battle 
casualties, of 202 admissions per 100,000 per day. There was 
also a decline in the death rate, particularly in deaths from 
disease. The 1949 figures for total deaths were 200 per 10),000 
strength per year, against 220 for 1948 and 230 for both 1946 
and 1947. Comparable rates re‘eased by the U. S. Public 
Health Service for the civilian population showed 989 and 1,008 
deaths per 100,000 in the United States during 1947 and 1948, 


Col. Sam F. Seeley, chief of surgical service at Walter Reed 
General Hospital, Washington, D. C., addressed the fourteenth 
annual Postgraduate Medical Assembly of Southwest Texas, 
January 24-26 in San Antonio, Texas, on “Intra-Arterial Trans- 
fusion in Circulatory Collapse,” “Present Status of the Treat- 
ment of Shock Due to Trauma” and “Use of Combined 
Antibiotic Therapy in Fulminant Peritonitis.”. Accord.ng to a 
release from Waiter Reed Hospital, the adm-nistration of b!ood 
to uvercome or prevent shock and circulatory collapse was first 
performed in the United States by Colonel Seeley in 1939, 


respectively. emma Lieut. Col. John H. Kuitert (MC) has become chief of the 
physical medicine service at Walter Reed General Hospital, 
INTER-AGENCY HOSPITAL INSTITUTE Washington, D. C.; since 1946 he has been chief of the physical 


The third Inter-Agency Hospital Institute, to be sponsored medicine services at Fitzsimons General Hospital, Denver, and 
by the Army, wi!l be held April 17-May 5 at the Army Medical Tripler General Hospital, Honolulu. 


Center, Washington, D. C. The purpose is to give hospital The following medical officers have been certified by the 
managers of the three military and three nonmilitary agencies American Board of Psychiatry and Neurology, bringing to 14 
controlling government hospitals a wide concept of manage- the number of certified psychiatrists in the Army Medical 


ment of federal and civil hospitals, so as to create an objective Corps: Lieut. Col. Frank R. Drake, Major John J. Kavanaugh 
attitude of leadership in hospital management and administra- and Lieut. Col. Herman Wilkinson. 


NAVY 
MONTHLY MEDICAL MEETING Graduate Medical Training Program to a fellowship in chil- 


At the regular monthly medical meeting at the Navy Medical dren’s orthopedics at Duke University School of Medicine, 
School, Bethesda, Md., January 27, Dr. C. Charles Burlingame Durham, N. C., and to a residency in surgery at the Naval Hos- 


ie of Hartford, Conn., spoke on “Psychiatry in Medicine—One _ pital, Oakland, Calif., respectively. d 
Cx and Inseparable.” Comdr. E. A. Hynes (MC) has been certified in ophthal- 
Dé NEW REGULAR OFFICERS mology, having successfully passed the examination of the 
American Board of Ophthalmology. 
¢ The following Reserve medical officers on active duty have Comdr. Leonard H. Barber and Lieut. Comdr. George W. 
inte » Re lavy di : ? 
o been appointed to the Regular Navy Medical Corps: Deyoe have been nominated for duty under instruction in the 
(6) Gover, Navy’s Graduate Medical Program to a residency in radiology 
4 ‘ Lieut. Gg) Billy D McKneely, San Saba, Texas. at the Naval Hospital, San Diega, Calif., and to instruction m 
Lieut. (ig) Preres Newman Jr.. Nevesste, basic science in orthopedic surgery at Northwestern University 
Medical School, Evanston, IIL, respectively. 
Ps PERSONAL The following Reserve medical officers have been nominated 
- Commanders Joseph M. Hanner and Philip J. McNamara for voluntary recall to active duty : Comdr. Frank W. Reynolds, 
ey have recently been certified by the American Board of Surgery. Richmond, Va. ; Lieut. Comdr. Kenneth J. Wharram, Harlinges, 
Se Commanders Clifford A. Stevenson and Leo W. Olechowski Texas, and Lieut. (jg) Joseph M. Ward (MC), U.S.N.R, of 
a have been nominated for duty under instruction in the Navy’s Robersonville, N. C. 
MISCELLANEOUS 


DR. NELSON BECOMES MEDICAL DIRECTOR of Medicine, New Orleans. From 1943 to 1946 he was director 
of research of the Wellcome Research Laboratories and since 
1947 has been chief of the new-drug section of the Food and 
Drug administration. He is a past president of the American 


Dr. Erwin E. Nelson has been appointed Medical Director 
of the Food and Drug Administration to succeed Dr. Robert 


T. Stormont, who accepted the secretaryship of the Council . , ste 
on Pharmacy and Chemistry of the American Medical Associa- Society of Pharmacology and Experimental Therapeutics, has 


tion in January. Dr. Nelson, a native of Missouri, has a Ph.D. for many years been a member of the revision committee of 
from the University of Missouri and an M.D. from the Uni- the United States Pharmacopeia and is at present adjunct 
versity of Michigan. Formerly he was professor of pharma- professor of pharmacology at the George Washington Uni- 
cology at his alma mater and later at Tulane University School versity School of Medicine, Washington, D. C. 
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Medical News 


(Physicians will confer a favor by sending for this department 
items of news of general interest: such as relate to society activi- 
ties, new hospitals, education and public health. Programs 
should be received at least two weeks before the date of meeting.) 


ALABAMA 


The Stuart Graves Lecture.—Dr. Morris Fishbein, Chi- 
caeo, will deliver the third annual Stuart Graves Lecture in 
the auditorium of the Medical College of Alabama in Birming- 
ham on February 16 at 8 p. m. on “The Socialized Medicine 
Problem.” This lecture is sponsored by the Beta Phi Chapter 
of Nu Sigma Nu Fraternity in honor of Dr. Stuart Graves, 
who was dean of the University of Alabama School of Medi- 
cine in Tuscaloosa for many years. Physicians and medical 
students are cordially invited. 


COLORADO 


Program on Resuscitation and Inhalation Therapy.— 
The Medical Disaster Commission of the Colorado State Medi- 
cal Society, in cooperation with the Graduate and Postgraduate 
Division of the University of Colorado School of Medicine, is 
sponsoring a program for the laity at the University of Colo- 
rado Medical Center, Denver, February 16-18. A 7 p. m. Dr. 
Fosier Matchett, chairman of the commission will explain the 
nee! for knowledge of emergency resuscitation among the lay 
pubic. Two films, “Help Wanted” and “Before the Doctor 
Cones,” will be shown. At 8 p. m. Dr. Philip A. Lief, head 
of the Division of Anesthesiology of the university, will lecture 
on the topic “Bring Them Back Alive—Resuscitation for the 
Layman.” His talk will be followed by demonstrations on the 
technics of artificial respiration under the supervision of Harry 
W. Shade, director of first aid, water safety and accident pre- 
vention, Denver Chapter of the American Red Cross. The 
evening program will end with viewing of exhibits on modern 
apparatus for resuscitation and inhalation therapy. On Feb- 
ruary 17 and 18 a course on resuscitation and inhalation therapy 
will be given at the University of Colorado Medical Center and 
will be opened to physicians, nurses, firemen, ambulance drivers 
and others vitally interested in the problems of resuscitation 


and oxygen therapy. 
GEORGIA 


Graduate Assembly.— The Atlanta Graduate Medical 
Assembly will be held in the Municipal Auditorium in Atlanta 
February 6-8. Visiting speakers and their subjects are as 
follows: 

Arthur H. Blakemore, New York, Portacaval Shunt. 

Alexander Brunschwig, New York, Operability of Cancer. 

Meredith F. Campbell, New York, Urology. 

Louis K. Diamond, Boston, Rh Factor. 

Arthur C. DeGraff, New York, Heart. 

Maxwell Finland, Boston, New Antibiotics. 

Richard H. Freyberg, New York, Compound E in Arthritis. 

Chevalier L. Jackson, Philadelphia, Bronchoscopy. 

Herbert C. Maier, New York, Chest Surgery. 

James F. Norton, Jersey City, N. J., Extraperitoneal Cesarean Section. 

Eugene P. Pendergrass, Philadelphia, X-Ray. 

Robert L. Sanders, Memphis, Tenn., Biliary and Peptic Uleer Surgery. 

oe a Snell, Rochester, Minn., Medical Treatment of Gallbladder 

and Liver. 

Donald H. Stubbs, Washington, D. C., Vascular and Circulatory Collapse. 

Walter G. Stuck, San Antonio, Texas, Backache. 

Oscar Swineford Jr., Charlottesville, Va., Allergy. 

Willard O. Thompson, Chicago, Misuse of Estrogens—Obesity. 

Richard W. TeLinde, Baltimore, Cancer in Situ (Cervix). 

Julius L. Wilson, New Orleans, Chest Disease. 

Harold G. Wolff, New York, Headache. 

For information address Mrs. Stewart R. Roberts, Executive 
Secretary, 768 Juniper Street, N.E., Atlanta, Ga. 


ILLINOIS 


Neurologic Society Meeting. — The Interurban Neuro- 
surgical Society will meet February 18 at the University Club, 
Chicago, at 9:30 a. m. The following program has been 
arranged : 

Elmer C. Schultz, Memphis, Tenn., Cervicobrachial Pain. 

Percival Bailey, Chicago, Result of Cortical Extirpations. 

Wallace B. Hamby, Buffalo, Surgical Treatment of Intracranial 

Aneurysm. 

Moses Ashkenazy, Chicago, Radioactive Diiodofluorescein in the Diag- 

nosis of Tumors of the Central Nervous System. 
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Chicago 

Establish Cutter Professorship in Medicine.—A gift of 
$759,000 has been received by Northwestern University to estab- 
lish the Irving S. Cutter Memorial Professorship in the School 
of Medicine by an alumnus who wishes to remain anonymous. 
The gift will provide also for an assistant professorship of 
medicine. Dr. Cutter was dean of the Northwestern Medical 
School from 1925 to 1941 and head of Passavant Memorial 
Hospital from 1928 until his death in 1945. This contribution, 
the largest ever received from a Northwestern alumnus, will 
be used to create the school’s second clinical endowed pro- 
fessorship; the other is the Louis Grunow Professorship in 
Surgery, established last year by William C. Grunow. 

Conference on Tuberculosis Rehabilitation.—The Tuber- 
culosis Institute of Chicago and Cook County is sponsoring 
the first annual conference on tuberculosis rehabilitation at the 
LaSalle Hotel on February 24-25. The opening session will 
deal with “Getting the Patient Back Into Industry.” Friday 
afternoon will be devoted to the subject, “Returning the Patient 
to Normal Life.” The Saturday morning session will deal with 
“How Sanitarium Rehabilitation Programs Have Worked Out.” 
The Saturday afternoon program will be a panel discussion, in 
which the role of the clinic doctor, field nurse, sanitarium doctor, 
social worker, occupational therapist, rehabilitation counselor and 
the tuberculosis association will be brought out in connection 
with specific cases. There will be a banquet Friday evening. 

Chest Roentgenograms in Cook County.—The Tubercu- 
losis Institute of Chicago and Cook County reported January 12 
that a total of 373,973 free chest roentgenograms were made in 
Chicago and Cook County in 1949, mostly through the use of 
mobile units by the institute and the Municipal Tuberculosis 
Sanitarium. The 1949 goal was 350,000. The number of 
roentgenograms made represents an increase of 15.6 per cent 
over those made in 1948. 

Medical Society’s Centennial Conference.—The Chicago 
Medical Society, celebrating its one hundredth anniversary, will 
present its annual Clinical Conference February 28 to March 3 
at the Palmer House. There will be clinical sessions, lectures, 


co'or television of surgical procedures and pathologic and 


dermatologic demonstrations. The registration fee is $5. The 
program is as follows: 
Charles D. May, Minneapolis, Megaloblastic Anemia in Infancy. 
Sopesnee R. Boies, Minneapolis, Headache and Neuralgia of Nasal 
rigin. 
Samuel F. Haines, Rochester, Minn., Radioactive Iodine in the Treat- 
ment of Hyperthyroidism. 
Russell H. Morgan, Baltimore, Early Detection of Gastric Cancer. 
Henry E. Michelson, Minneapolis, Cutaneous Cancer. 
John H. Gibbon Jr., Philadelphia, Carcinoma of the Lung. 
Herman F. Johnson, Omaha, Management of Extremity Tranma in 
Multiple Injuries. 
—— M. Rackemann, Boston, Practical Management of Patients with 
aAstama. 
J. Garrott Allen, Chicago, The Patient with Abnormal Bleeding. 
Lewis J. Pollock, Chicago, Neurologic Aspects of the Unconscious 
Patient. 
. Thornton Wallace, Brooklyn, Management of Pregnancy, Labor, 
Delivery and Puerperium in Chronic Cardiac Patients. 
Edwin P. Maynard Jr., Brooklyn, Heart Disease and Pregnancy. 
Shields Warren, Boston, Role of the Doctor in Atomic Defense. 
Cecil J. Watson, Minneapolis, An Approach to the Bedside Diagnosis 
of Jaundice. 
Frank Hinman, San Francisco, Endocrine Tumors of the Testis. 
Harold W. Dargeon, New York, Cancer in Childhood. 
Alfred W. Adson, Rochester, Minn., Pains of the Face; Diagnosis and 
Treatment with Special Emphasis on the Major Neuralgia. 
Harris B. Shumacker Jr., Indianapolis, Recent Developments in Vas- 
cular Surgery. 
Andrew C. Ivy, Chicago, Physiologic Aspects of Peptic Ulcer. 
Foster S. Kellogg, Boston, Hemorrhagic Conditions in the Second Half 
of Pregnancy. 
C. Allen Good, Rochester, Minn., Roentgenologic Diagnosis of Surgical 
Lesions of Mediastinum. 
Arthur C. Curtis, Ann Arbor, Mich., Syphilis: Modern Treatment. 
Nathan A. Womack, Iowa City, Benign Lesions of the Breast. 
Hedwig S. Kuhn, Hammond, Ind., Developments in Industrial Oph- 
thalmology. 
Carl E. Badgley, Ann Arbor, Mich., The Herniated Intervertebral Disk. 
Derrick Vail, Chicago, Eye Changes Commonly Seen in General Practice. 
Archie L. Dean, New York, Symptoms and Prompt Diagnosis of 
Tumors of the Genitourinary Organs. 
S. Spafford Ackerly, Louisville, Ky., Problem of the Adolescent. 
Archibald L. Hoyne, Chicago, Recognition of Poliomyelitis in Its Early 
Stage. 
Theodore E. Woodward, Baltimore, Clinical Applications of Chloram- 
phenicol (Chloromycetin®). 
Henry W. Cave, New York, Surgical Lesions of the Colon. 
Yale Kneeland Jr., New York, The Newer Antibiotics. 
Fremont A. Chandler, Chicago, Colles Fracture. 
At the close of each day’s program beginning Wednesday 
“4 discussion will be held; subjects are as follows: What's 
in Medicine and Surgery, Compound “E” and “ACTH” 


ial | Obstetrics, Gynecology and Urology. 
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KENTUCKY 
Dr. Underwood Reelected.—Dr. Bruce Underwood, 


Louisville, was reelected to a four year term as state health 
commissioner and secretary of the state board of health at the 
meeting of the board in Frankfort January 3. Board members 
reappointed by Governor Earle C. Clements are Drs. William 
H. Fuller, Mayfield; Finis M. Travis, Frankfort, and C. B. 
Davis, Ph.D., Louisville. The eight members of the board 
appointed by the governor eect a ninth member, who serves as 
state health commissioner and secretary of the board. 


LOUISIANA 


Baton Rouge General Hospital.—The new $2,885,000 
3aton Rouge General Hospital began accepting its first patients 
January 30. The new hospital has been under construction for 
about four years because of shortage of materials and rising 
building costs that necessitated a second financial drive. The 
five story 274 bed institution is designed to permit further 
expansion. It will house a poliomyelitis clinic and a rehabili- 
tation center for the physically disabled. 

New Orleans Graduate Assembly.—The New Orleans 
Graduate Medical Assembly will hold its annual meeting 
March 6-9, with headquarters at the Municipal Auditorium. 
Lectures, clinics, symposiums, clinicopathologic conierences, 
technical exhibits and three round table luncheons are scheduled. 
Guest speakers include: Drs. Stuart C. Cullen, Iowa City; 
Francis W. Lynch, St. Paul; Moses Paulson and Emil Novak, 
Baltimore; John L. Parks, Washington, D. C.; W. Barry 
Wood Jr. and Theodore E. Walsh, St. Louis; H Houston 
Merritt, New York; William Dameshek and Parker Heath, 
Boston; Walter G. Stuck, San Antonio, Texas; William Boyd, 
Toronto, Canada; William J. Orr, Buffalo; William J. Dieck- 
mann, Chicago; John D. Camp and O. Theron Clagett, Roches- 
ter, Minn.; Carl A. Moyer, Dallas, Texas, and Reed M. Nesbit, 
Ann Arbor, Mich. The registration fee is $15. Applications 
to join the postclinical tour to is!ands in the Carribbean, March 
11-26, should be sent immediately to the assembly, 1430 Tulane 
Avenue, New Orleans 12. 


MASSACHUSETTS 


Radio Programs on Preventive Medicine.—The facul- 
ties of the medical schools of Boston University, Harvard and 
Tufts, all of Boston, have joined forces to present a 26 week 
series of educational radio programs on preventive medicine, 
entitled “A Long Life.” Actual case histories of the diseases 
which most affect communities today are subjects of the pro- 
grams broadcast each Tuesday at 10 p. m. over stations WCOP 
and WCOP-FM. The series is under the sponsorship of the 
Lowell Institute, working in cooperation with the Boston Uni- 
versity School of Medicine, Massachusetts Institute of Tech- 
nology, Northeastern and Tufts. 

Lecture on Public Health Personnel.—Dr. William P. 
Shepard, San Francisco, third vice president of the Metropoli- 
tan Life Insurance Company and president-elect of the Ameri- 
can Public Health Association, will deliver the Delta Omega 
Lecture on February 13 at the Harvard School of Public 
Health, Boston, on “The Training and Recruitment of Profes- 
sional Public Health Personnel.” Dr. Shepard has served 
since 1939 as chairman of the Committee on Professional Edu- 
cation of the American Public Health Association. The Delta 
Omega Lecture is sponsored by the Beta Chapter of Delta 
Omega, the Harvard School of Public Health chapter of the 
national honorary scholastic society in public health. 


MICHIGAN 


Witwer Memorial Lecture.—The first Witwer Memorial 
Lecture will be given February 14 at 8 p. m. in the auditorium 
of the Pierce Junior High School in Grosse Pointe. Kenneth E. 
Corrigan, Ph.D., research physicist of Harper Hospital, will 
speak on “Radiation in the Diagnosis and Treatment of Disease.” 
The lecture was recently established by the staff of Bon Secours 
Hospital, Grosse Pointe, in memory of Dr. Eldwin R. Witwer, 
who organized the department of roentgenology. He died 
Nov. 2, 1948. 

Dr. Scott Is Dean at Wayne University.—Gordon H. 
Scott, Ph.D., was named dean of the Wayne University Col- 
lege of Medicine, Detroit, on January 10. He has been identified 
with medical education since 1926. After serving on the medical 
faculty at Loyola University in Chicago and on the staff of the 
Rockefeller Institute for Medical Research, he was appointed 
to the faculty of the Washington University School of Medicine 
in St. Louis in 1928. Dr. Scott came to Wayne University in 
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1945 from the position of head of the department of anatomy 
at the University of Southern California School of Medicine, 
He is a fellow of the American Association for the Advance- 
ment of Science and a member of the American Association 
of Anatomists, American Society of Zoologists, Society for 
Experimental B...ogy and Medicine, Detroit Surgical Asso- 


ciation and Sigma Xi. 
MISSOURI 


Washington University Medical School Anniversary, 
—Washington University, St. Louis, will celebrate the fiftieth 
year of continuous operation of its School of Medicine February 
21. Ceremonies for laying the cornerstone for the new Cancer 
Research Building will be conducted at 2 p. m. The speakers 
will be Mr. Harry Brookings Wallace, president of the Cor- 
poration of Washington University and Dr. Leonard A. Scheele, 
Washington, D. C., Surgeon-General, U. S. Public Health 
Service. The following program will be presented in the audi- 
torium of school of medicine, beginning at 2:30 p. m.: 


Ernest W. Goodpasture, Nashville, Tenn., Research on Infectious Dis 
eases. 

Charles Huggins. Chicago, Significance of the Reactive Groups of Pro 
teins in Diagnosis 

Edward A Park, Baltimore, Bone Growth. 


About 500 persons are expected to attend the anniversary 
dinner at the Chase Hotel at 7:30 p. m. Dr. Alan Gregg, 
director, Division of Medical Sciences, the Rockefeller | oun- 
dation, New York, will be the speaker. The Washington 
University School of Medicine was formed in 1899 with the 
merger of the old Missouri Medical College and the St. Louis 
Medical College, which at that time was the medical department 
of Washington University. In 1910 new heads and staffs were 
appointed in all major departments in an_ extensive 
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NEW YORK 


Postgraduate Instruction—A postgraduate lecture has 
been arranged for the Utica Academy of Medicine meeting at 
the Hotel Utica February 16 at 8 p. m., when Dr. Lawrence 
Miscall of New York will speak on “Chest Trauma.” The 
Geneva Academy of Medicine will hear a postgraduate lecture 
at a meeting in the Bellhurst, Geneva, February 20, at 8:30 
p. m. Dr. Charles A. Ragan Jr.. New York, will speak on 
“Clinical Aspects with the Use of Cortisone, ACTH and Other 
Steroids in Rheumatic Disease.” 


New York City 

Ward Teaching Program.—New York City Hospital, Wel- 
fare Island, announces a practical ward teaching program under 
the direction of Dr. Carl Reich. It is free to members of the 
medical profession and extends from February 1 to May 1. All 
phases of internal medicine will be covered. 

Fifth Harvey Lecture.—Dr. Harland G. Wood, professor of 
biochemistry and chairman of the department, Western Reserve 
University, Cleveland, will deliver the fifth Harvey Lecture of 
the current series at the New York Academy of Medicine Febru- 
ary 16 on “Some Investigations of Metabolism with Carbon 
Isotopes.” 

Broadcast Scientific Meetings.—The New York Academy 
of Medicine on January 18 intreduced its first FM _ broadcast 
of a medical meeting at the academy building. The New York 
Academy of Medicine is said to be the first medical organization 
to open its scientific sessions to the entire medical profession 
through the channels of frequency modulation. Dr. Norton § 
Brown is chairman of the FM Committee of the academy. 

Report on Health in 1949.—The Municipal Department of 
Health in its 1949 report listed a record low general death rate 
of 9.6 per 1,000 population. This was the second year in which 
the city’s general death rate fell below 10.0; in 1941 it was 9.9. 
The departments of health and hospitals in cooperation with 
the state department of health and the U. S. Children’s Bureat 
has in operation at New York Hospital a course for traming 
pediatricians and nurses to meet the special problems in caring 
for prematurely born infants. It is the first such training 
course in the country, according to the report. Diphtheria con- 
tinued its downward trend, with 128 cases and 2 deaths reported 
in the first 11 months of 1949; this is the lowest number 
cases and deaths in the history of the city. There was aa 
increase in the number of cases of whooping cough, with 4,136 
cases and 13 deaths reported. There was an increase over ! 
in the reported cases of German measles; there were 2 deaths 
from mumps in 1949. During the year 93 cases of rickettsialpox 
were reported, 1 case of Rocky Mountain spotted fever, 2 cases 
of typhus, 1 case of psittacosis, 4 cases of tetanus, 1 case 
tularemia and 10 new cases of undulant fever. One of the 
tetanus cases was fatal. An increase of 536 newly reported 
cases of tuberculosis in the first 11 months of 1949 was 
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in the total 8,424 new cases. As of December 1 there had been 
2,397 cases of poliomyelitis with 184 deaths since Jan. 1, 1949, 
a case rate of 29.4 per 100,000 population. Poliomyelitis patients 
were cared for in 7 hospitals. As in previous epidemics more 
males (58 per cent) than females were stricken. 

A total of 291,902 persons were examined in mass x-ray 
surveys conducted at 200 different field locations and in clinics 
of the health centers. In penaty 1949 the Division of Nutrition 
was raised to the status of a bureau with a physician as director. 
Three new nutrition clinics have been opened, and progress has 
been made in the development of a prenatal nutrition program. 


GENERAL 


American Goiter Association—The annual meeting of 
this association will be held at the Shamrock Hotel, Houston, 
Texas March 9-11. The program will consist of papers, dry 
clinics and demonstrations. The presidential address will be 
given by Dr. Samuel F. Haines, Rochester, Minn., on “Influence 
of esearch on the Modern Treatment of Exophthalmic Goiter.” 

Tom Carroll Is Dead.—Mr. Tom Carroll, representative 
of the W. F. Prior Company, Inc., of Hagerstown, Md., and 
from 1913 until 1921 Chicago representative for the D. Apple- 
ton Company and the Oxford University Press, died in Decem- 
ber, aged 63. Mr. Carroll's father had been a book salesman, 
and on his death in 1913 the son took over his father’s ter- 
ritory. Tom Carroll was known and admired by a great num- 
ber of physicians throughout the United States. 

Integration of Health Services for Disaster Control. 
—lr. Charles E. Smith, director of the School of Public 
Health at the University of California, Berkeley, is giving 
a course at the Berkeley Campus on “Military-Civil Integra- 
tion of Health Service for Disaster Control.” Among the 
numerous phases of the problem under consideration in this 
course are: “What agencies should prepare to avert disasters 
or organize the community for response to a disaster?”, “What 
is the state of readiness of the United States for successful 
response to disaster?” “What time factors are involved?” “Do 
we have sufficient trained manpower to achieve disaster control 
from the health viewpoint?” “What are the military 
responsibilities in disaster control ?” 

Doctors Spies and Williams Receive Cuban Award.— 
Dr. Tom D. Spies, professor of nutrition and metabolism and 
chairman of the department at Northwestern University Medi- 
cal School, Chicago; and Robert R. Williams, Sc.D., formerly 
chemical director of the Bell Telephone laboratories in New 
York, received the Orden de Carlos Manuel de Cespedes decora- 
tion, highest award of the Cuban government, January 23 at 
ceremonies in Havana. Dr. Spies was honored for his con- 
tribution to the field of nutritional deficiency diseases. Dr. 
Williams is best known for his work in isolating vitamin Bu, 
and producing it synthetically. The Orden de Carlos Manuel 
de Cespedes decoration was created in 1926 in honor of Carlos 
Manuel de Cespedes, first president of Cuba. It is given to a 
Cuban or a foreigner who has done outstanding work of a 
humanitarian nature for the Cuban people. 

Meetings on Mosquito Control.—The American Mos- 
quito Control Association is to hold its annual meeting at the 
Cavalier Hotel, Virginia Beach, Va., on February 23-24. The 
Virginia Mosquito Control Association will meet conjointly 
with the association. The program includes a diversity of 
topics, from a description of technics in the study of mosquitoes 
to the various types of control practiced by the Army, Navy, 
U. S. Public Health Service and the Department of Agricul- 
ture, as well as by state and county organizations. Experts 
in preventive medicine, including several from South American 
Countries, will speak. An inspection trip covering activities 
in and around Washington and the Agricultural Research Center 
at Beltsville, Md., is planned for February 21. The following 
day an automobile cavalcade will proceed to Virginia Beach for 
a meeting; the group will proceed from Virginia Beach, to 
Atlantic City, where the annual meeting of the New Jersey 
Mosquito Extermination Association will be held on March 1-3. 
En route points of interest, including a number of mosquito 
control projects, will be visited. Details of the meeting can 
be obtained from Mr. R. E. Dorer, Room 204, Essex Building, 
Norfolk, Va. 

Cancer Society Clinical Fellowships.—The American 

cer Society’s program of clinical fellowships will continue 
through the next hospital training year, July 1, 1950-June 30, 
1951. Fellowships will be made available primarily to teach- 
ing institutions approved by the Council on Medical Education 
and Hospitals of the American Medical Association. Applica- 
tions must be filed by February 15. Letters of application 


MARRIAGES 


351 


may be sent to Brewster S. Miller, M. D., American Cancer 
Society, 47 Beaver Street, New York 4. 

The fellowships are established to create opportunities for 
young physicians of promise to attain high degrees of compe- 
tence in the diagnosis and treatment of cancer. Hospitals 
desiring to offer training in categuries which provide major 
emphasis on cancer must apply to the medical and scientific 
director of the American Cancer Society for fellowships. 
Applicants for the fellowships shall (1) be graduates of class 
A medical schools of the United States, its territories and of 
Canada; (2) be not over 40 years of age on the next birthday 
following commencement of fellowship tenure and be citizens 
of the United States; (3) have completed one year of post- 
graduate training (exclusive of internship) with the intent to 
fulfil eligibility requirements for certifying examinations by 
an approved Medical Specialty Board, and (4) conform in other 
respects to requirements of the institution to which he applies. 
No fellowship training shall exceed a total of three years. The 
stipend is $3,600 per year. Semiannually the fellow must sub- 
mit to the American Cancer Society a brief statement of work 
accomplished during the period covered in the report. A list of 
approved institutions may be obtained from the national office 
of the American Cancer Society. 

Grants by National Foundation.—The National Founda- 
tion for Infantile Paralysis announces that 29 additional research 
and educational projects in infantile paralysis, totaling $849,738.68 
in March of Dimes funds, have been awarded to scientific and 
technical institutions throughout the United States and Canada. 
These additional studies bring the total expended by the National 
Foundation since 1938 to more than $11,000,000 each in the fields 
of research and education. Recently approved research study 
grants include $28,000 to the Children’s Hospital in Boston for 
improving methods for “in vitro” propagation of poliomyelitis 
virus in non-nervous tissue; $49,300 to the University of Cali- 
fornia in San Francisco for further development of the floccula- 
tion method for virus identification and diagnosis of the disease; 
$28,990 to the University of Toronto in Toronto for studies on 
prevention of the disease with high titer poliomyelitis antiserums ; 
$42,350 to Stanford University in San Francisco for studying the 
pathogenesis of poliomyelitis in the central nervous system; 
26,000 to the University of Chicago for determining the origin 
of phosphorus and nitrogen in the virus; $25,480 to Western 
Reserve University in Cleveland for determination of the chemi- 
cal differences between nerve cells that are resistant to the virus 
as compared with those that are susceptible, and $28,370 to the 
University of Wisconsin to determine the influence of nutrition 
on susceptibility and resistance to poliomyelitis. Also approved 
is an appropriation to provide fellowships of three to six months 
in principles of physical medicine and rehabilitation for physi- 
cians who are certified by or are preparing to meet the require- 
ments of specialty boards in neurology, orthopedics, pediatrics 
and internal medicine. Information concerning the fellowship 
programs can be obtained from the Educational Division of the 
National Foundation for Infantile Paralysis, 120 Broadway, 
New York 5. 


CORRECTION 


Public Health Bulletin No. 305.—The second paragraph 
in the second item in the Washington Letter in THe JouRNAL 
Jan. 7, 1950, page 37, is misplaced. It should have been the 
last paragraph of the first item (Estimate of Number of Phy- 
sicians Required) in this letter. Public Health Bulletin No. 305, 
which is mentioned therein, pertains to the distribution of phy- 
sicians, and not to “Shielding Requirements Against Radiation.” 


Marriages 


Wonn Puyallup, Wash. to Dr. 
Marion Carolyn Larsen of Seattle, November 19. 

Rosert Murray Pavuttinc Jr. Mount Pleasant, S. C., to 
Miss Marcia James of Easley, October 1. 

Epwarp L. Frazett, New York, to Miss Mary Katherine 
Duffy at Rochester, N. Y., November 26. 

JosepH Morcan Jackson Jr., Folkston, Ga. to Miss Anne 
Lewis of Waycross, November 26. 

Wayne Carter Brapy to Miss Billie Dove Koon, both of 
Columbia, S. C., December 16. 

Ropert JEAN Campsett III to Miss Patricia Rinehart, both 
of New York, November 26. 


“a 
t 
e 
0 
n 
x 
e 
ll 
of 
n 
st 
of 
te a 
sh 
th 
1g 
1g 
1g 
n- 
ed 
of ? 
an 
%6 
48 
hs 
Ox 
of 
he 


* 


<4 


Deaths 


Augustus Adolph Eshner ® Philadelphia; born in Mem- 
phis, ‘enn., Nov. 17, 1862; Jefferson Medical College of Phila- 
delphia, 1888; formerly professor of clinical medicine at the 
Philadelphia Polyclinic and College for Graduates in Medicine ; 
at one time chief clinical assistant in the outpatient department 
of Jefferson Medical College Hospital; for many years held 
various posts at the Orthopedic Hospital and Infirmary for 
Nervous Diseases, the Hospital for Diseases of the Lungs, 
Phiuade:phia General Hospuai an! Mercy Hospital; served 
during World War I; feliow of tne College of Physicians of 
Philadelphia and American Association for the Advancement 
of Science; member of the Franklin Institute, the Pennsylvania 
Museum and School of Industrial Art, the Science League of 
America, the Historical Society of Pennsylvania, the Academy 
of Natural Sciences of Philadelphia, the Fhiladelphia Zoo- 
logical Society, the Pennsylvania Academy of Fine Arts, the 
Valley Forge Historical Society and the Fairmount Park Art 
Association; assistant editor, 1893-1899, of the Philadelphia 
Medical Journa ; associaie editor from 1904 to 1922 of the 
Pennsylvania Medical Journal; co-author of “Medical Diag- 
nosis’; author of “Handbook of Fevers” and the editor- 
trans ator of American ed.tions of several medical and medical 
science books; died December 20, aged 87. 

William Henry Harrell III © Medical Director, U. 5S. 
Navy, Portsmouth, Va.; borin in Williamston, N. C., March 6, 
1895; University of Pennsy.van.a School of Med.c.ne, | hila- 
de'phia, 1918: appo_nted assistant surgeon in the Naval Reserve 
Force in 1918 immediately after graduation and was on active 
duty at the Navai tospita:, Phi.ade.phia, until May iyi): 
in 1921 was commissioned heuienant in the medical corps of 
the reguar navy and was later promoted through the various 
grades to the rank of captain, in 1942; in 1922 served with the 
birst Brigade of the Mar.ne Expeditionary Force in Haiti and 
aboard the USS Denver during operations in the Second 
Nicaraguan Campaign; during World War II served aboard 
the USS Kelief and USS South Dakota; a'so at the Naval 
Hospital, San Diego, Calif., and the Submarine Chaser Train- 
ing Center at Miami, Fia.; in June 1945 became the med.cal 
officer in command of Fleet Hospital No. 116 in Guam; in 1949 
assumed command of the Naval Hospital, Portsmouth, where 
he died December 20, aged 54, of carcinoma of the lung. 

George Burgess Foster Jr. ® Brigadier General, U. S. 
Army, retired, Cambridze, Mass.; born July 27, 1884; Jefferson 
Medical College of Philadeiph.a, 1907; honorary graduate of 
the Army Medical School, 1910; graduated at Medical lield 
Service School, 1921; doctor of public health, Harvard Uni- 
versity, 1917; fellow of the American College of Physicians; 
entered the medical corps of the U. S. Army as a first heutenant 
on june 20, 1910; rose through the various ranks to that oi 
colonel in 1935; served during World Wars | and II; awarded 
the Leg.on of Merit from this country and the Legion of Honor 
from lrance; formerly commanding officer of O'Reilly General 
Hospital in Springheld, Mo.; in 1945 was awarded an engraved 
bronze plaque by the Springfie'd chamber of commerce as the 
“man of the year” for his activities in coordinat.ng the weilare 
of the hospital with that of the community; retired Aug. 31, 
1946, with the rank of brigadier general; medical director of 
the Cambridge City Hospital, where he died December 31, 
aged 65, of coronary thrombosis. 

Howard Sheffield Jeck ® New York; born in Nashville, 
Tenn., March 24, 1883; Vanderbilt University School of Medi- 
cine, Nashville, 1909; associate professor of clinical surgery 
(urology) Cornell University Medical College and professor of 
uro‘ozy at the New York Polycl.nic Medical School and Hos- 
pital; specialist certified by the American Board of Uro‘ogy; 
member of the American Association of Genito-Urinary Sur- 
geons and American Lrological Association; fellow of the 
American College of Surgeons; past president of the Bellevue 
Alumni Association; affiliated with Dobbs Ferry (N. Y.) Hos- 
pital, Good Samaritan Hospital, Suffern, Nyack (N. Y.) 
Hospital, Rockland State Hospital, Orangeburg, St. John’s 
Hospital, Brooklyn, White Plains (N. Y.) Hospital, Bellevue 
Hospital and New York Polyclinic Hospital; served on the 
staff of the New York Hospital, where he died December 29, 
aged 66, of cerebral hemorrhage. 

Preston Kyes, North Jay, Maine; born in North Jay, Jan. 24, 
1875; Johns Hopkins University School of Medicine, Baltimore, 
1900; joined the faculty of the University of Chicago School of 
Medicine in 1902, in 1918 became professor of preventive medi- 
cine and in 1940 professor emeritus; fellow of the Rockefeller 


@ Indicates Fellow of the American Medical Association. 
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Institute for Medical Research, New York, from 1902 to 1905; 
associate in the Chicago Memorial Institute for Infectious Dis- 
eases from 1904 to 1909 and Royal Prussian Institute of Experi- 
mental Therapy at Frankfort-on-the-Main, Germany, from 
1901 to 1905; tormerly editor of the University of Chicago's 
“Scientific Series” of technical publications; member of the 
American Medical Association and the American Association 
of Pathologists and Bacteriologists; on the staff of the Franklin 
County Memorial Hospital, Farmington; trustee of the Niles 
Memorial Library; died December 27, aged 74, of cerebral 
hemorrhage. 


Abraham Joseph Cohen ® Philadelphia; born in Lomza, 
Poland, Dec. 14, 1879; Jefferson Medical College of Philadelphia, 
1903; clinical professor of medicine at the ‘Lemple University 
School of Medicine; specialist certified by the American Board 
of Internal Medicine; member of the American College of Chest 
Physicians and the American Trudeau Society; chairman of 
the tuberculosis committee of the Philadelphia County Medical 
Society ; served as chief of the tubercuiosis division of the city 
department of public health; for many years affiliated with the 
Henry Phipps Institute; medical director of the Eag.eviile ( Pa.) 
Sanatorium for Consumptives, of which he had been a founder; 
served on the staffs of the White Haven (Pa.) Sanatorium, 
Jewish Hospital, State Hospital, in Norristown, and the Phila- 
deiphia Ge.erai Hospital; died in the Temp'e University Hos- 
pita: December 20, aged 70, of myocard.al infarction. 

Edwin Fauver, Rochester, N. Y.; born in North Eaton, 
Oh.o, in 1875; Co:umbia University College of Fhysicians and 
Surgeons, New York, 1909; instructor in med.c.ne at the 
University of Rochester School of Medicine and Dentistry; 
joned the faculty of the University of Rochester in 1916 as 
professor of hyg.ene and physical education and col‘ege physi- 
cian from 192] to 1945, when he became proiessor ot hyg.ene 
aud physical educaticn, emeritus; professor of hygiene and 
physica: education, coilege physician and instructor im physical 
education, Swarthmore (Pa.) College from 1909 to 191i; 
assisiant professor of hyg.ene and physical education and medical 
examiner, Princeton (N. J.) Umiversity from 1911 to 1916; 
meiber of the American Medical Association; died in Sarasota, 
b.a., Lecember 17, aged 74, of acute cardiac dilatation and 
diabetes mellitus. 


Clarence Goolsby Cox, Milledgeville, Ga.; born in Ellijay, 
Ga., Dec. 18, 1886; University of Georgia Medical Department, 
Augusta, 19.0; member of the American Medical Association, 
American Psychiatric Association, Southeastern Neurolog.cal 
and Psychiatric Association and Atlanta Society of Neuro.ogy 
and Psych.atry; served during World War |; superintendent 
of the Georgia Training Schoo: for Mental Defectives in Grace- 
wood for a short period; formerly ch.ef of neuropsychiatry at 
the Veterans Adminstration Hosp.tal in Dub!in ; clinical director 
and for many years on the staff of the Milledgeville State Hos- 
pital, where he died December 2, aged 62, of accidental carbon 
monoxide poisoning. 

Robert Glen Urquhart @ Norwich, Conn.; born in Revel- 
stoke, British Columbia, in 1899; McGill University Facu.ty of 
Medicine, Monreal, Canada, 1924; member oi the American 
Association for Thoracic Surgery; past president of the New 
London County Medical Assoc.ation; feliow of the American 
Col.eze of >urgeons; served with the Canadian Expeditionary 
Force overseas during Worid War |; consulting thoracic sur- 
geon, William W. Backus Hospital, in Norwich, Hartford and 
St. Francis hospitals, m Harttord, and St. Joheph’s Hospital, 
brovidcnce, kK. 1.; for many years on the staff of the Norwich 
Staie Tuberculosis Sanatorium; died December 9, aged 50. 


Daniel Joseph Geary @ Morristown, N. J.; born in South 
Plainfield, N. J., Feb. 19, 1903; Georgetown University School 
of Medicine, Wash ngton, D. C., 1927; past president of the 
Morris County Medical Society; member of the Society of 
Surgeons of New Jersey; fetuow of the American College 
of Surgeons; member of the Maternal Welfare Commission of 
New jersey; specialist certified by the American Board of 
Obstetrics and Gynecology; director of the obstetrical depart: 
ment and past president of the medical board, All Souls 
Hospital; died in the New Engiand Baptist Hospital, Boston, 
December 21, aged 46, of cirrhosis of the liver. 

Samuel Frederick Mullins ® Danbury, Conn.; University 
and Bellevue Hospital Medical College, New York, 1909; 
fellow of the International Coliege of Surgeons, of which he 
was Connecticut vice regent, and the American College of 
Surgeons; past president of the Danbury Medical Society 
the Fairfield County Medical Society; formerly councilor 
the Connecticut State Medical Society; president-elect of the 
Society of Bellevue Hospital Alumni of New York; consulting 
surgeon for the Southbury (Conn.) Training School; affiliated 
with Danbury Hospital, where he died December 18, aged 6 
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Nathan Davis McDowell ® Rochester, N. Y.; Bellevue 
Hospital Medical College, New York, 1897; specialist certified 
by the American Board of Otolaryngology; member of the 
American Academy of Ophthalmology and Otolaryngology ; past 
president of the Rochester Academy of Medicine and the Roch- 
ester Pathological Society ; affiliated with the Rochester General 
and Park Avenue hospitals; consulting laryngologist at the 
lola-Monroe County Tuberculosis Sanatorium; laryngologist 
and aurist to the Rochester School for the Deaf; died Decem- 
ber 25, aged 77. 

Thomas Adams @ Cleveland; Trinity Medical College, 
Toronto, Ontario, Canada, 1901; affiliated with St. Alexis 
Hospital; died November 17, aged 73, of lobar pneumonia and 
cardiac hypertrophy. 

Marion Samuel Adler ® New York; Long Island College 
Hospital, Brooklyn, 1901; affiliated with the Gouverneur Hos- 
pital; died in Tarrytown November 9, aged 73, of carcinoma 
of the cecum. 

William Edward Alleger, Pittsford, Mich. ; Detroit Homeo- 
pathic College, 1909; past president of Hillsdale County Medical 
Society ; affiliated with the Hillsdale Community Health Center ; 
died December 4, aged 72, of heart disease. 

Hezekiah Butcher Anderson, Shawhan, Ky.; University 
of Louisville (Ky.) Medical Department, 1910; member of the 
American Medical Association; died recently, aged 69. 

James Oscar Baker ® Savannah, Ga.; University of Georgia 
Medical Department, Augusta, 1902; also a graduate in phar- 
macy; died in Candler Hospital December 6, aged 82, of heart 
disease and arteriosclerosis. 

Pliny C. Barnard @ Parker, Ind.; Central College of 
Physicians and Surgeons, Indianapolis, 1901; an Associate 
Fellow of the American Medical Association; died December 15, 
aged 

Perry Amidon Bly, Atlanta, Ga.; University of Pennsyl- 
vania Department of Medicine, Philadelphia, 1900; served on 
the staffs of Rochester Municipal Hospital and Iola-Monroe 
County Tuberculosis Sanatorium in Rochester, N. Y.; died in 
St. Joseph’s Infirmary December 6, aged 74, of miliary tuber- 
culosis. 

William Felice Borrelli, Chicago; Bennett Medical Col- 
lege, Chicago, 1905; served on the staff of the Veterans Admin- 
istration Hospital at Hines, Ill.; died December 9, aged 69, of 
coronary occlusion, 

Oscar S. Brown, Oceanside, Calif.; Starling Medical Col- 
lege, Columbus, 1886; at one time vice president of the Arizona 
State Board of Medical Examiners; formerly affiliated with 
the Santa Fe Hospital in Winslow, Ariz.; died in Los Angeles 
December 6, aged 91. 

Titus Bull, New York; Bellevue Hospital Medical College, 
New York, 1894; died December 4, aged 78, of embolism. 

Barry Hovey Burgess, Boston; Harvard Medical School, 
Boston, 1918; formerly member of the Massachusetts Eye and 
Ear Infirmary; died in the City Hospital December 17, aged 61. 

James Willoughby Burton, Van Nuys, Calif.; College of 
Medical Evangelists, Loma Linda and Los Angeles, 1938; 
member of the American Medical Association; certified by the 
National Board of Medical Examiners; specialist certified by 
the American Board of Pediatrics; served on the staffs of St. 
Joseph's Hospital, in Burbank and White Memorial and Chil- 
dren's hospitals in Los Angeles; on the staff of the Valley 
Hospital, where he died December 19, aged 40. 

Clarence Prentice Cartwright, Hughesville, Mo.; St. Louis 
College of Physicians and Surgeons, 1891; served during World 
War |; died in Little Rock, Ark., December 13, aged 81. 

Okey Johnson Casto, Parkersburg, W. Va.; Maryland 
Medical College, Baltimore, 1902; member of the American 
Medical Association and the Parkersburg Academy of Medicine ; 
affiliated with St. Joseph’s Hospital and Camden-Clark Memorial 
Hospital, where he died December 29, aged 69, of coronary 
occlusion. 

Jackson T. Colvin ®@ Jesup, Ga.; Georgia College of Eclectic 
Medicine and Surgery, Atlanta, 1903; chairman of the school 
board ; formerly senior partner of the Colvin-Ritch Hospital; 
died in the Ritch-Leaphart Hospital December 8, aged 69, of 
coronary heart disease. 

Arthur John Cox, Arlington, Texas; Louisville (Ky.) 
Medical College, 1904; died December 15, aged 81. 

Joseph Benjamin Crawford, Chattanooga, Tenn. ; Jefferson 
Medical College of Philadelphia, 1941; interned at the Grady 
Hospital in Atlanta; served during World War II; died 
December 20, aged 33. 
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James Edgar Crossman ® Canisteo, N. Y.; Syracuse Uni- 
versity College of Medicine, 1910; retired health officer of 
Canisteo and county coroner; served during World War I; 
died in the Bethesda Hospital, Hornell, November 29, aged 68. 

Harry Benjamin Culver, Denver; the Hahnemann Medical 
College and Hospital, Chicago, 1919; member of the American 
Medical Association; for many years police surgeon; died 
December 20, aged 64, of acute coronary thrombosis. 

William Edward Dale, Louisville, Ky.; University of 
Louisville (Ky.) Medical Department, 1891; died December 18, 
aged &2. 

Roy Hamilton Davis, Monson, Mass.; Ohio-Miami Medical 
College of the University of Cincinnati, 1912; member of the 
American Medical Association, Ohio State Medical Association 
and the American Urological Association; at one time practiced 
in Dayton, Ohio, where he was on the staff of the Miami Valley 
Hospital; died recently, aged 69, of coronary thrombosis. 

Allan Wilson Dawson @ Colonel, M. C., U. S. Army, San 
Francisco; Jefferson Medical College of Philadelphia, 1916; 
served during World Wars I and II; entered the medical corps 
of the U. S. Army as a first lieutenant in 1917; died Novem- 
ber 12, aged 60, of coronary occlusion. 

Anna Earl Hutchinson Delacroix, Hartsdale, N. Y.; 
Niagara University Medical Department, Buffalo, 1895; for 
many years associated with the Manhattan State Hospital in 
New York; died December 26, aged 79. 

Daniel Joseph Donnelly @ Philadelphia; Temple Uni- 
versity School of Medicine, Philadelphia, 1906; formerly assis- 
tant professor of medicine at his aima mater; served during 
World War I; associated with the Samaritan Hospital and the 
Temple University Hospital, where he died December 20, 
aged 74, of cerebral arteriosclerosis and Parkinson's disease. 

George Robert Dunn, Minneapolis; Johns Hopkins Uni- 
versity School of Medicine, Baltimore, 1914; clinical assistant 
professor of surgery at the University of Minnesota Medical 
School; fellow of the American College of Surgeons; served 
as president of the Minneapolis Surgical Society; on the staff 
of Northwestern Hospital; died December 11, aged 62, of 
coronary disease. 

Samuel Abraham Durr, San Diego, Calif.; Northwestern 
University Medical School, Chicago, 1918; member of the 
American Academy of Ophthalmology and Otolaryngology and 
the American Medical Association; specialist certiiied by the 
American Board of Ophthalmology; certified by the National 
Board of Medical Examiners; affiiated with Scripps Memorial 
Hospital, La Jolla and Mercy and San Diego County General 
hospitals; died December 4, aged 55, of coronary thrombosis. 

Joseph Pugh Eidson, New York; Johns Hopkins Univer- 
sity School of Medicine, Baltimore, 1916; formerly assistant 
professor of clinical psychiatry at the Cornell University Medical 
College ; specialist certified by the American Board of Psychiatry 
and Neurology ; served during World War 1; assistant physician 
and director of the laboratory at Bloomingdale Hospital, White 
Plains, N. Y.; formerly on the staff of New York Hospital; 
died in La Jolla, Calif., December 8, aged 61, of coronary 
thrombosis. 

Loren Ferrell Elliott @ Albuquerque, N. Mex.; St. Louis 
University School of Medicine, 1919; past president of the 
Bernalillo County Medical Society; served during World War 
I; died December 12, aged 56, of essential hypertension and 
nephritis. 

Marie Cowhick Esmond ® Santa Fe, N. M.; Kansas City 
(Mo.) Hahnemann Medical College, 1905; member of the 
Missouri State Medical Association; died December 14, aged 66. 

Charles Kramer Farber, St. Petersburg, Fla.; Cleveland 
Homeopathic Medical College, 1902; member of the American 
Medical Association; died in the Mound Park Hospital Decem- 
ber 6, aged 72, of congestive heart failure. 

Joseph Webster Farrell ® Los Angeles; College of Physi- 
cians and Surgeons, Los Angeles, 1919; on the staffs of Queen 
of Angeles and French hospitals; died December 17, aged 54, 
of coronary sclerosis. 

Deborah Fawcett, Newton, Mass.; Boston University 
School of Medicine, 1903; member of the American Medical 
Association; died December 31, aged 77. 

Walter Irving Firey, Seattle; College of Physicians and 
Surgeons of Chicago, School of Medicine of the University of 
Illinois, 1910; member of the American Medical Association ; 
died December 18, aged 68. 

Elias S. Frey, Louisville, Ky.; Kentucky School of Medi- 
cine, Louisville, 1894; member of the American Medical Asso- 
ciation; died December 21, aged 84. 
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Bertrand Sydney Frohman ® Beverly Hills, Calif.; College 
of Physicians and Surgeons of San Francisco, 1920; joint author 
of “Brief Psychotherapy”; served as clinic physician at the 
Mount Zion Hospital in San Francisco and on the staff of the 
Cedar of Lebanon Hospital in Los Angeles, where he died 
December 12, aged 57, of cancer of the pancreas. 

John Henry Frye, Danville, Ky.; Louisville National 
Medical College, Medical Department State University, 1905; 
died November 3, aged 74. 

Frank H. Gardner, Moline, Ill.; College of Physicians and 
Surgeons of Chicago, 1893; for many years on the staff of 
Moline Public Hospital; died December 1, aged 85, of hypostatic 
pneumonia and carcinoma of the prostate. 

Franklin Young Gates Jr., Las Vegas, Nev.; Temple 
University School of Medicine, Philadelphia, 1947; interned at 
Los Angeles County Hospital and St. Mark's Hospital in Salt 
Lake City; killed December 16, aged 32, in a plane crash thirty 
miles northwest of St. George, Utah. 

Richard Reinoehl Gates, Drexel Hill, Pa.; Hahnemann 
Medical College and Hospital of Philadelphia, 1924; died 
December 13, aged 48. 

Oliver Wendell Holmes Glover, Laurelton, Pa.; Jefferson 
Medical College of Philadelphia, 1891; member of the American 
Medical Association; for many years school director and trustee 
of the Laurelton State Village; medical examiner during World 
Wars I and II; served as director of the Mifflinburg Bank; died 
November 24, aged 81, of senility. 

Albert Tobias Goldberg @ Fresno, Calif.; College of Physi- 
cians and Surgeons, medical department of the University of 
Southern California, Los Angeles, 1921; veteran of World 
War I; served as police surgeon and on the staff of the General 
Hospital of Fresno County; died December 20, aged 53, of 
coronary occlusion, hypertension and arteriosclerosis. 

Ascher H. C. Goldfine ® Chicago; Chicago College of 
Medicine and Surgery, 1913; formerly on the faculty of Loyola 
University School of Medicine as assistant clinical professor 
of obstetrics and gynecology ; member of the Central Association 
of Obstetricians and Gynecologists; specialist certified by the 
American Board of Obstetrics and Gynecology; on the staffs of 
the Henrotin Hospital and Mount Sinai Hospital, where he 
died December 29, aged 63, of acute myocardial infarction. 

Richard Haworth Gollings ® Pittsburgh; Hahnemann 
Medical College and Hospital of Philadelphia, 1936; served 
during World War II; on the staff of Shadyside Hospital; 
died December 11, aged 43, of coronary disease. 

Charles Martin Graham, Oakland, Calif.; University of 
Southern California College of Medicine, Los Angeles, 1908; 
died December 7, aged 75, of coronary thrombosis. 

Mathew James Hammond, Watertown, S. D.; Drake Uni- 
versity College of Medicine, Des Moines, 1905; member of the 
American Medical Association; fellow of the American College 
of Surgeons; affiliated with Luther Hospital; died December 9, 
aged 73, of hemiplegia. 

John Achabod Hancks ® Wamego, Kan.; Barnes Medical 
College, St. Louis, 1904; died December 18, aged 75, of carci- 
noma of the prostate. 

William Jacob Harned ®@ Charleston, Ill.; St. Louis Uni- 
versity School of Medicine, 1916; affiliated with M. A. Mont- 
gomery Memorial Sanitarium; died December 8, aged 66, of 
coronary thrombosis. 

Charles Frederick Harrison, Syracuse, Kan.; Rush Medi- 
cal College, Chicago, i896; for many years a member of the 
school board; bank director; died December 14, aged 75, of 
carcinoma of the liver. 

Edwin A. Heller, Philadelphia; University of Pennsyl- 
vania Department of Medicine, Philadelphia, 1895; member of 
the American Medical Association; affliated with Stetson Hos- 
pital and Jewish Hospital, where he died December 24, aged 77. 

B. Henderson Henry, Clinton, S. C.; Atlanta College of 
Physicians and Surgeons, 1913; affiliated with Hays Hospital; 
died December 10, aged 63, of coronary thrombosis. 

Sheldon Arque Jackson, Olney, Ill; Chicago Medical 
School, 1936; member of the American Medical Association ; 
past president of the Richland County Medical Society; died 
December 11, aged 42, of acute coronary occlusion. 

Haigazoon Kruger Kaprielian @ Old Greenwich, Conn.; 
University of Virginia Department of Medicine, Charlottesville, 
1908; served in 1916 on the Mexican Border and later during 
World War 1; died in Grace-New Haven Community Hospital, 
New Haven, December 18, aged 68, of hypertensive cardio- 
vascular disease. 


Irving Edmond Kaufman ® Chicago; Rush Medical Col- 
lege, Chicago, 1922; died in the Mount Sinai Hospital Decem- 
ber 29, aged 52, of subacute glomerular nephritis and ence- 
phalomalacia. 

William Charles Kintner ® Seattle; Louisville (Ky.) and 
Hospital Medical College, 1908; served overseas during World 
War I; died December 6, aged 64, of coronary thrombosis. 

Paul Frederick Kistner, St. Louis; St. Louis University 
School of Medicine, 1914; assistant professor of clinical oto- 
laryngology at his alma mater; affiliated with St. Mary’s Group 
of Hospitals; died December 12, aged 60, of coronary heart 
disease. 

Orwan Luther Latchford, Philadelphia; Medico-Chirurgi- 
cal College of Philadelphia, 1903; member of the American 
Medical Association; died December 17, aged 75, of injuries 
received in an automobile accident. 

Edward Charles McGehee ® Ashland, Ky.; Medical 
Department of Tulane University of Louisiana, New Orleans, 
1910; died December 24, aged 63. 

Arthur Thomas McGinty, San Jose, Calif.; Medical 
Department of the University of California, San Francisco, 
1902; member of the American Medical Association; died 
November 3, aged 75, of cerebral thrombosis and hypertension. 

James Edwin McManis @ Havensville, Kan.; Medico- 
Chirurgical College of Kansas City, 1902; died in the Holton 
(Kan.) Hospital December 11, aged 82, of injuries received in 
an automobile accident. 

Albert Lee McNay, Pacific. Mo.; Barnes Medical College, 
St. Louis, 1897; member of the staff of St. Francis Hospital in 
Washington; died December 16, aged 76, of coronary embolism. 

Selby Harold Marks ® Pittsburg, Calif.; University of Cali- 
fornia Medical School, San Francisco, 1913; past president of 
the Contra Costa County Medical Society ; served during W orld 
War 1; member of the school district board; member of the 
board of directors of Bank of America; at ene time on the 
medical staff of the San Quentin Prison; first president of 
Pittsburg Community Hospital staff; died in the Peralta Hos- 
pital, Oakland, December 14, aged 59, of polycythemia vera. 

Howard Steward Maupin ® Quincy, Ill; University of 
Illinois College of Medicine, Chicago, 1914; served as captain 
with the British Army during World War I; affiliated with 
Blessing Hospital; died December 17, aged 59, of pulmonary 
tuberculosis and carcinoma of the lung. 

Rollin Eugene May, Mount Sterling, Ky.; Kentucky 
School of Medicine, Louisville, 1898; served as county health 
director; died in the Mary Chiles Hospital December 17, 
aged 76, of arteriosclerosis and nephritis. 

Katherine Martha Mayer ® Chicago; Rush Medica! Col- 
lege, Chicago, 1917; specialist certified by the American Board 
of Pediatrics; member of the American Academy of Pediatrics; 
affiliated with the Evangelical Hospital; died December 15, 
aged 62, of pulmonary embolism. 

Floyd Hazard Moore, Herkimer, N. Y.; Albany Medical 
College, 1912; member of the American Medical Association; 
served during World War 1; died December 12, aged 59. 

Edward Martin Murphy, Lowell, Mass.; Tufts College 
Medical School, Boston, 1903; member of the American Medical 
Association; medical examiner for draft boards during World 
Wars I and II; affiliated with the Massachusetts Eye and Ear 
Infirmary; died December 1, aged 73, of cerebral hemorrhage. 

George William Newman, Cassville, Mo.; M. B., Uni- 
versity of Minnesota Medical School, Minneapolis, 1933; 
member of the American Medical Association; formerly mayor; 
medical director and owner of the Barry County Hospital and 
Clinic, where he died November 28, aged 49, of uremia. 

Edwin Jones Nixon, Petersburg, Va.; University of Mary- 
land School of Medicine, Baltimore, 1899; member of the 
American Medical Association; served during World War I; 
died in Petersburg Hospital December 9, aged 73, of cardio- 
renal disease and uremia. 

Julius Leon Werner @ Philadelphia; Jefferson Medical 
College of Philadelphia, 1905; served as assistant professor of 
proctology at the Medico-Chirurgical College, Graduate School 
of Medicine, University of Pennsylvania; specialist certified by 
the American Board of Surgery; member of the Americat 
Proctologic Society; affiliated with Mount Sinai Hospital, 
where he died December 11, aged 69. ; 

Thomas Edward Wright @ Jefferson City, Tenn.; Uni- 
versity of Louisville (Ky.) Medical Department, 1910; served 
in the medica! corps of the British Army during World War I; 
affiliated with Jefferson Hospital; died December 11, aged 64, 


of angina pectoris. 
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Foreign Letters 


LONDON 


(From a Regular Correspondent) 
Jan. 1, 1950. 


Dangers of Antihistamine Drugs 


Attention has been drawn to the potential dangers of the use 
of antihistamine drugs as cold cures. These drugs may cause 
drowsiness, giddiness or disorientation, particularly when taken 
without medical supervision. At present there are no restric- 
tions on their sale, and, if drivers of cars and public transport 
are allowed to use the drugs indiscriminately, tragic results 
may follow. 

At the same time the danger of small children finding and 
eating brightly colored sugar-coated pills is pointed out, and it 
is suggested that such tablets incorporate some bitter substance 
which, while not attractive to children, would not be too 
unpleasant to adults. 


Trainee Specialists in National Health Service 


The Department of Health for Scotland has issued a memo- 
randum on the number of specialists, including senior hospital 
medical officers, employed by the Scottish regional boards in 
September 1949. At a later date it is intended to make a similar 
survey of appointments of “registrar” standard. The principal 
fact which arises from this is that there are unlikely to be 
more than 30 specialist appointments of all sorts per annum in 
Scot!and, and these could be filled by approximately 300 regis- 
trars in training. Since the initial number of trainees entering 
on registrar appointments will be gradually reduced, it has 
been suggested that about 90 per annum should start this train- 
ing to provide 30 potential specialists. These figures will be 
regarded with interest by all those in the “registrar” class, as 
there is a growing feeling that the present establishment of 
registrars is out of proportion to the number of specialists. 
Young men completing their training are finding it impossible 
to obiain appointments. 

The British Medical Association has recently started a Regis- 
trars’ Group, in which all trainees may air their problems and 
forward resolutions through their Regional Consultants Com- 
mittee and directly to the Central Consultants and Specialists 
Committee for representation to the Ministry of Health. In 
England as well as in Scotland the problem of the relationship 
of numbers of trainee specialists to possible consultant (i. e., 
specialist) appointments is causing concern to trainees, to the 
many who have completed their training but are unable to 
obtain a specialist appointment and, indeed, to the whole 


profes sion. 
Circumcision 


Writing in the British Medical Journal, Dr. Douglas Gairdner 
of Cambridge reopens the attack on circumcision as a routine 
measure. He first produces pathologic evidence to show that 
the prepuce is incompletely developed in the newborn and sep- 
aration from the glans, rendering it retractable, usually occurs 
between the ages of 9 months and 3 years. He maintains that 
the prepuce protects the glans during the period when the child 
iS incontinent. 

As regards the protection from penile cancer which is given 
by early circumcision, Gairdner maintains that one would give 
the same protection by keeping the prepuce and glans clean. 
Patients with penile cancer always seem to be of low intelli- 
gence, and many of them have ignored for long periods the 


precancerous states—filth and odoriferous discharges. 


Psychotherapy and Music 
At the meeting of the Section of Psychiatry of the Royal 
Society of Medicine on December 13, a discussion was held on 
the use of music in psychologic medicine. Dr. S. D. Mitchell 
reported the results of playing various types of music to groups 
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of patients. Mozart produced mild serenity throughout the 
group, while Wagner’s “Flying Dutchman Overture” evoked 
strong personal reactions and led to quarrelling about personal 
attitudes toward the love relationship. 

Dr. Cunningham Dax exhibited paintings made by patients 
after they had listened to music. Dr. Yellowlees claimed that 
there was now a retrogressive movement in psychotherapy 
whereby the patient was regarded less as an individual and 
was being treated in a group. 


Medical Certificates 


The Report of the Safford Committee on Medical Certificates 
has now been published. This committee was set up two years 
ago to advise how it would be possible to reduce the number of 
certificates to be signed by medical practitioners and to improve 
and simplify the forms of certificates and the rules governing 
their issue. The committee states that the increasing demand 
of certificates is to the disadvantage of doctors and of their 
patients and suggests that the Ministry of National Insurance 
should provide, at the request of insured persons, extracts of 
certificates of incapacity which could be used for more general 
purposes, such as presentation to employers. It also suggests 
that there be more uniformity in the certificates and that many 
of the certificates at present in use (more than 50) might be 
simplified. The committee does not support the British Medical 
Association’s plea that the diagnosis should not be stated speci- 
fically, but should be classified according to categories known 
to the doctor but not to the lay public. 


SWEDEN 
(From a Regular Correspondent) 


Boppen, Dec. 29, 1949. 


The Nobel Festival 


The annual Nobel festival on the anniversary of the death 
of Alfred Nobel, December 10, is one of the most brilliant fes- 
tivals of Swedish literary and scientific life. As has been done 
for many years, it was held in the Concert House in Stockholm 
in the presence of members of the royal family, the diplomatic 
corps and a large number of Swedish officials and scientists. 
Three prize winners were present, Hideki Yukawa (physics), 
William Francis Glauque (chemistry) and Walter Rudolf Hess 
(medicine). The Nobel prize in medicine of this year was 
divided between Hess and Antonio Egaz Moniz, but Dr. Moniz 
was unable to attend. He received his prize later through the 
Swedish minister in Lisbon, Portugal. The winners were 
introduced to the audience with short speeches from members 
of the societies charged with the distribution of the prizes. At 
the end of each introductory speech the winner was asked to 
step down from the podium to receive the prize (a check and 
a diploma) from the hands of Crown Prince Gustaf Adolf. 
The medical prize winners were addressed by Dr. Herbert 
Olivecrona, professor of neurosurgery in Stockholm. 

After the festival in the Concert House the Nobel Banquet 
was held in the Golden Hall of the Stockholm City Hall. On 
December 12 the prize winners attended a dinner given by King 
Gustav in the royal castle. 


Importation of Austrian Physicians to Sweden 

Swedish medical authorities are discussing a plan to import 
a number of foreign physicians to meet the need of hospital 
physicians, especially in surgical and psychiatric wards. Earlier 
inquiries from Austria indicate that Austria has an excess of 
physicians, and Austrian doctors are considered first for this 
importation. The plan has been proposed by the Chief of the 
Swedish State Medical Board, J. Axel Héjer, who is known 
as a supporter of the socialization of Swedish medicine. It has 
met many objections from the medical profession, but the 
Swedish Medical Association (Sveriges Lakarférbund) has con- 
sented to participate in a delegation which will go to Austria 


) 
, 
. 
n 
n 
n 
of 
d 
of 
of 
y 
th 
7, 
Ze 
rd 
5, 
al 
a; 
ge 
Id 
ze. 
ni- 
3; 
; 
nd 
‘y- 
1; 
cal 
of 
by % 
‘an 
ral, 
ni- 
ved 
64, 


% 


356 


in January 1950 to study Austrian medical education and other 
questions of importance. The medical course in Austria during 
World War II had to be shortened. Dr. Dag Knutson, head 
of the Swedish Medical Association, warns that care must be 
exercised for both our sake and the sake of Austrian colleagues. 
It is intended that about 75 surgeons, 75 psychiatrists and 15 


pediatric psychiatrists be imported. 


BELGIUM 
(From a Regular Correspondent) 


Lice, Dec. 29, 1949. 


Centers of Vocational Guidance 
The collaboration of medicine and sociology has become once 
more a reality by the development of the centers of vocational 


guidance, in which medical examination is combined with the 


activities of social service. The psychomedicosocial centers 
have been established for a trial period of three years by the 
Minister of Public Education. The personnel of these centers 


includes: (a) a counselor in occupational guidance who must 


have a certificate of competence or a license in occupational 


guidance and selection; (/) an acting secretary who must hold 
a certificate of secondary study for a higher degree, a diploma 


instructor or a diploma of secondary technical 


for primary 
education and must possess special complementary training 
(pelagogy or occupational guidance); (c) a registered social 


registered nurse. The organization also 


The medical corps has demanded that the 


worker and (d) a 
includes physicians. 


physician should have charge of this service. 


Campaign Against Infant Mortality 

One of the most important factors in the campaign against 
infant mortality consists in the training of puericulturists who 
are efhcient aids for the physician. The school of puericulture 
in Brussels, in the creation of which Queen Astrid played an 
important part, recently celebrated its fifteenth anniversary. 
On this occasion the Minister of Public Health expressed the 
recognition of the Belgian government to the school of puericul- 
ture for the aid it had given in the campaign against infant 
mortality. He expressed the hope that the number of students 
would be increased further, because there is need for thousands 
of competent puericulturists in the infant aid services and in 
the new puericulture and pediatric services which are to be 


created in Belgium. 


Chronic Carbon Monoxide Poisoning 
In certain industries in which combustion takes place, slow 
intoxication due to progressive absorption of carbon monoxide 
Mignolet has studied its pathologic aspects in Médecin 
The symptoms which 


occurs. 
d’'Usine (Physician in the Factory). 
accompany repeated inhalation of small doses of carbon monox- 
ide are subjective; they do not produce a clearly recognizable 
pattern, but the constancy of disturbance felt by the worker 
is such that it can be said that there is a triad of symptoms 
which often leads one to the diagnosis of carbon monoxide 
poisoning. This triad consists of asthenia, headache and vertigo. 

The best prevention of carbon monoxide poisoning consists 
of technical measures to eliminate the source of intoxication, 
but they are practically impossible to realize. In view of 
excellent clinical results the author makes obligatory the deter- 
mination of the carbon monoxide content in the workers of gas 
factories at the end of each working shift. 


Vagotomy and Gastroduodenal Ulcer 
At a session of the Belgian Society of Gastroenterology, 
Govaerts and Van Geertruyden presented the results of their 
experience with vagotomy in the treatment of gastroduodenal 
ulcer, a procedure introduced in 1943 by Dragstedt and Owens. 
Section of the vagus diminishes the secretion of an acid juice 
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during the interdigestive phase. The technic of this section 
depends on the anatomy of the nerve, which has a variable 
number of anterior and posterior vagal trunks. The primary 
indication is peptic ulcer, then duodenal ulcer associated with 
gastroenterostomy. Vagotomy is contraindicated for gastric 
ulcer, because of the possibility of a neoplasm. Ten to 30 per 
of vagal sections are incomplete, which explains the 
relapses. Satisfactory results are obtained in 80 to 85 per cent 
of the cases and are comparable to those of gastrectomy, 
Relapses are observed in 3 to 4 per cent of cases, similar to 
results in gastrectomy; the mortality rate in vagotomy is 
between 1 and 2 per cent, which is lower than that in gas- 


cent 


trectomy. 
Mediastinal Tumors 


Under the presidency of Debaisieux, the Third Congress of 
the Belgian Association of Surgery was held in Liége. Three 
topics were discussed: acute obstructions of the small intestine, 
by Howet and Beckers, tetralogy of Fallot, by Holmes Sellors 
of London, and tumors of the mediastinum, by Desaive and 
Dumont. 

All benign mediastinal tumors are potentially malignant. It 
is rarely possible to establish with certainty the diagnosis of 
a mediastinal mass detected during observation, 
although it is possible in the majority of instances to establish 
the operability of a mediastinal neoplasm. Exploratory thora- 
cotomy carried out under anesthesia with endotracheal intuba- 
tion is relatively simple. In the presence of a mediastinal 
tumor of operable appearance it is necessary to resort as soon 
as possible to thoracotomy, to disclose the nature of the tumor 
and eventually to carry out the exeresis. The fact that a 
tumor does not produce symptoms should not 
The results obtained by early surgical 
tumors are 


radiologic 


mediastinal 
modify this procedure. 
treatment of benign and operable mediastinal 
encouraging and justify intervention. 


BRAZIL 
(From a Regular Correspondent) 


Sio Pauto, Nov. 24, 1949. 


Intestinal Amebiasis 

At a recent medical meeting held at Araxa, in the state of 
Minas Gerais, Dr. Paulo de Almeida Machado emphasized the 
need for a standard method for checking the cure of intestinal 
amebiasis. The lack of a widely accepted criterion is one of 
the main causes of the existing discrepancies in determining 
pathogenesis and therapy of intestinal amebiasis. At the Araxa 
medical convention Dr. Machado explained the various steps of 
the method used at the research institute under his direction, 
outlined as follows: 

1. Stool examination—15, 30, 45 and 60 days after the end 
of the treatment. The stool is obtained after administration of 
a saline purgative on the fifteenth and on the forty-fifth day. 
The specimen—the whole stool whenever possible—is stored at 
room temperature and examined within two hours after the 
feces have been passed. Macroscopic examination is made to 
select the portions to be examined (at least three). Microscopit 
examination is made of a saline suspension, of a portion of the 
specimen stained by D’Antoni’s solution, of an aqueous smeaf, 
of a hematoxylin-stained preparation and of six portions enriched 
by the zinc sulfate flotation method. 

2. Sigmoidoscopy to obtain a specimen for the investigation 
of amebae, on the thirtieth day. 

3. Clinical history of the patient. Emphasizing the danger of 
reinfestation, Dr. Almeida Machado stated that he does not 
extend the period of observation. He recognized the existence 
of carriers of Escherichia histolytica, even with typical amebic 
ulcerations without any suggestive symptoms of amebiasis and 
the existence of enterocolitis, the symptoms of which do not 
become attenuated after the eradication of the amebic infestation ; 
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he referred especially to the need of a careful clinical and scien- 
tific spirit to judge clinical and parasitologic findings when 
determining the efficacy of antiamebic treatment. 


Paget’s Disease 

The indication for use of testosterone propionate in Paget's 
disease (osteitis deformans) was pointed out by Dr. Sebastiao 
Hermeto Jr. in a recent paper read before the Sociedade de 
Medicina e Cirurgia de Sao Paulo. He described the two funda- 
mental processes in Paget's disease: the osteal reabsorption and 
the formation of new bone, which constitute the morphologic 
bone picture in this disease. He emphasized the action of the 
“male hormone” on the formation of new bone. Dr. Hermeto 
gave 150 mg. of testosterone propionate to two patients, both 
aged women, 10 mg. three or four times a week. The radiologic 
findings and functional improvement suggested a favorable 
response to this treatment. 


Correspondence 


ERLANGEN UNIVERSITY 


To the Editor:—My attention has been called to a totally 
erroncous table of available beds at Erlangen University appear- 
ing in Tue Journat, Oct. 2, 1948, page 380. Inasmuch as 
Erlancen is at present the second largest university in all 
Germany, I would like to give the correct figures, which com- 
pare iavorably with bed requirements for American teaching 
hospitals serving university medical schools. 

For the sake of accuracy, and to rehabilitate much maligned 
German teaching facilities, the number of available beds at this 
university are as follows: 


Internal medicine ... 366 
General surgery, including urology and orthopedics... 270 
Gynccology and obstetrics. 240 
Dermatology and 
Psychiatry- and 200 


There is also a large state (county) mental hospital in Erlangen 
with additional teaching facilities. With the chairs of all 
branches occupied by experienced professors of high scientific 
qualification, Erlangen University is one of the leading and out- 
Standing institutions of higher learning. 


C. M. Hassetmann, M.D., 
Professor, Erlangen University. 


Ep. Note.—Dr. Hasselmann’s letter was submitted to Dr, 
Guttentag, whose comment follows: 


To the Editor:—May I be permitted to compliment Dr. C. M. 
Hasselmann for the accuracy on the figures of the hospital beds 
availabe at Erlangen University. These figures correspond 
Closely with those I gave (J. A. M. A. 138: 380 [Oct. 2] 1948), 
except for the beds available in dermatology and dentistry. In 
my computation, which was based on data of 1947, the total 
number of teaching beds available was 1,522. In Dr. Hassel- 
mann’s statement the total beds available are 1,629. The phrase 
“totally erroneous” is hardly warranted. I have been informed 
that additional facilities have been constructed since 1947. It 
should be added that German teaching facilities were not 
“maligned” in my paper. 


Otto E. Guttentac, M.D., 
University of California 
Medical School, Medical Center, 
San Francisco. 
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“AND THE GOOD REMAINS” 

To the Editor:—In Italy in the sixteenth century there was 
a rough, tough soldier by the name of Camillus. He was a 
roisterer and had been in and out of jail several times. He 
reformed and joined a religious order. He worked in one of 
the hospitals of Rome. 
among the babies of that city, and the death rate was appalling. 
The former soldier, later canonized St. Camillus, gathered up 
the sick in the highways and byways and brought them to his 
There they were bathed, given plenty of fresh air 
and fed goat’s milk. The epidemic was stopped, and the 
mothers of Rome forever afterward sang songs of praise to 
St. Camillus. It was he who founded, in 1584, the first nursing 
order devoted exclusively to the care of the sick. It was during 
this period that he wrote, “If you wearily do a good thing, 
the weariness passes and the good remains.” 


There was an outbreak of dysentery 


hospital. 


The spirit of Christian sacrifice exemplified by this rough 
humanitarian of the sixteenth century is exactly that which 
has characterized the lives of our country practitioners since 
the very beginning of our nation. If physicians are regimented, 
is it not reasonable to assume that this flaming spirit will be 


tinguis! 
extinguished ? Joun J. Rarney, M.D., Troy, N. Y. 


CHEST EXAMINATION 


To the Editor:—Your current comment on “Auscultatory 
Respiratory Murmur” (Dec. 24, 1949, page 1238) is very inter- 
esting. As students, we were taught the value of four cardinal 
chest physical examination procedures: (1) inspection, (2) pal- 
pation, (3) percussion and (4) auscultation. The literature 
fails to reveal a fifth procedure, which I have been using for 
years and which I term compression auscultation. 

In the intermittans stage of asthma and bronchitis, rales are 
frequently inaudible. With the ear placed directly on the chest 
and by simultaneously compressing the chest anteriorly and 
posteriorly with the palms, while the subject inhales deeply 
with the mouth open, one can frequently detect rales. Even 
with negative roentgenography and the standard procedures, 
compression auscultation will elicit the rales. 

It has a practical significance to insurance examiners, during 
the intermittans phase of asthma and bronchitis when an appli- 
cant may deny these illnesses, as well as to the patient and 
doctor who desire to know whether the bronchial tree has been 
involved when it is otherwise apparently normal. 


Davin L. Encetsuer, M.D., New York 29. 


ADDRESS OF CHAIRMAN OF SECTION 
ON OPHTHALMOLOGY 


To the Editor:—Please note a correction in my address as 
chairman of the Section on Ophthalmology, appearing in THE 
Journat (141:962 [Dec. 3] 1949). It stated therein, “In 
1878 Dr. X. C. Scott of Ohio again presented the proposal, and 
it was adopted. Thus, the section came into being and had its 
first meeting as such in 1879, with about a dozen members. 
Dr. Bolling A. Pope of New Orleans was chairman and Dr. 
Eugene Smith of Detroit was secretary.” It should read, “In 
1878 Dr. X. C. Scott of Ohio again presented the proposal, 
and it was adopted. Thus, the section came into being and had 
its first meeting as such immediately thereafter in 1878. Dr. 
Herman Knapp of New York was elected chairman, and Dr. 
X. C. Scott of Ohio was elected secretary.” 


M. Haywarp Post, M.D., St. Louis, 
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Medical Examinations and Licensure 


COMING EXAMINATIONS AND MEETINGS 


NATIONAL BOARD OF MEDICAL EXAMINERS 


Nattonat Boarv oF Mevicat Examiners. Fart Boston, Chicago 
and New York, January Parts 1 and Il, Feb. 13-15. Centers where 
there are approved medical schools and five or more candidates. Exec. 


Sec., Mr. E. S. Elwood, 225 S 15th Street, Philadelphia 2. 
EXAMINING BOARDS IN SPECIALTIES 

American Board oF ANESTHESIOLOGY: Written Various locations. 
July 21. Oral. Philadelphia, April 23-27, Chicago, Oct. 8-11. Sec., Dr. 
Curtiss B. Hickcox, 745 Fifth Ave.. New York 22. 

American Boarpo oF DerMatotocy ano Syputtorocy: Written. 
Various locations, Feb. 16. Oral. Washington, April 14-16. Sec., Dr. 
George M. Lewis, 66 East 66th Street, New York 21. 

American Boarp or INTERNAL Mepicine: Oral. Chicago, Feb. 8-10. 
Boston, April 13-15. San Francisco, June 21-23. The oral examinations 
in the subspecialties will be held at the same time and places. Asst. Sec., 


Dr. Wilham A. Werrell, 1 West Main Street, Madison 3, Wis. 


American Boarp or Nevrotocicat SurGcery: Orai. Chicago, June 3. 
Sec., Dr. W. J. German, 789 Howard Ave., New Haven, Conn. 


AMERICAN Board oF 
Part ll. Atlantic City, May 21-28. 
Bidg., Pittsburgh 


Osstetrics aND Gynecotocy, Inc. Oral 
Sec., Dr. Paul Titus, 1015 Highland 


Boarp or Opntnatmotocy: Written. Various Centers, 
Final date for filing applications is July 1, 1950. Practical. 


Sec., Dr. 


AMERICAN 
January 1951. 
Boston May 22-26; Chicago, Oct. 2-6; West Coast, Jan. 1951. 
Edwin B. Dunphy, 56 Ivie Road, Cape Cottage, Maine. 


American or Ortnorarpic Surcery Part Ill, New York 
City, Feb. 9-10. Sec. Treas., Dr. Harold A. Sofield, Room 1856, 122 S. 


Michigan Ave., Chicago 


American Boarp or Orotaryncotocy: Orai. San Francisco, May. 
Chicago, October. Sec., Dr. Dean M. Lierle, University Hospital, lowa 
City 

American Boarp or Peptatrics: Oral. Richmond, Va., Feb. 10-12; 
Philadelphia, March 31-April 2; Cincinnati, May 5-7; San Francisco, 
June 30-July 2. Exec. See., Dr. John McK. Mitchell, 6 Cushman Road, 
Rosemont, Pa. 

American Boarp or Puystcat Mepictne anp Oral 
and Written. Boston, Aug. 26-27. Final date for filing applications is 
April 1. See., Dr. Robert L. Bennett, Georgia Warm Springs Foundation, 
Warm Springs, Ga. 


American Boarp oF Prastic Surcery: Oral. May-June. Sec., Dr. 


Louis T. Byars, 4647 Pershing Avenue, St. Louis, Mo. 


AMERICAN BOARD oF 
Oral and Clinical. Chicago, Feb. 7-8. 
N. Wolfe Street, Baltimore 5, Md. 


American Boarp oF Proctotocy: Parts 1 and 1l (Anorectal Surgery). 
Chicago, Feb. 6-7. Secretary-General, Dr. Louis A. Buie, 102-110 Second 
Ave., S.W., Rochester, Minn. 


American Boarp oF Psycutatry ann Nevrotocy: Spring Examina- 
tion Date and location of examination to be announced later. Final 
date for filing applications is Feb. 1 Sec., Dr. F. J. Braceland, 102-110 
Second Ave., S.W., Rochester, Minnesota. 


Rapiotocy: Oral. Chicago, week of June 18. 
102-°10 Second Ave., S.W., Rochester, Minn. 


Preventive Mepicine Pustic Heatta: 
Sec., Dr. Ernest L. Stebbins, 615 


AMERICAN Board oF 


Sec., Dr. B. R. Nirklin, 


American Boarp or Surcery: 
Final date for filing applications is July 1. 
225 South 15th Street, Philadelphia. 


Written. Various centers, Oct. 25. 
Sec., Dr. J. Stewart Rodman, 


American Boarp or Urotocy: Oral and Chicago, Feb. 11-15. 
Sec., Dr. Harry Culver, 7935 Sunnyside Road, Minneapolis 21. 


BOARDS OF MEDICAL EXAMINERS 


Atanama: Examination. Montgomery, June 27-29. Sec., Dr. 
Gill, 519 Dexter Avenue, Montgomery. 


Sec., Dr. W. M. Whitehead, Box 140, 


D. G. 


Juneau, March 7. 
Juneau. 


Arkansas: * Examination. Little Rock, June 8-9. Sec., Dr. Joe Verser, 
Harrisburg. Eclectic. Little Rock, June 8-9. Sec., Dr. Clarence H. 
Young, 1415 Main Street, Little Rock. 


Catirornta: Examination, Written. Los Angeles, Feb. 27-March 2; San 
Francisco, June 19-22; Los Angeles, Aug. 21-24; Sacramento, Oct. 16-19. 
Examination, Oral and Clinical, for Foreign Medical School Graduates. 
Los Angeles, Feb. 26; San Francisco, June 18; Los Angeles, Aug. 20; 
San Francisco, Nov. 12. Reciprocity, Oral Examination. Los Angeles, 
Jan. 21; Los Angeles, Feb. 25; San Prencions, June 17; Los Angeles, 
Aug. 19; San Francisco, Nov. 11. Sec., Dr. Frederick N. Scatena, 1020 
N Street, Sacramento 14. 

Denver, April 4. 


Cororapo: * Reciprocity. Final date for filing appli- 


cation is March 18. Sec., Dr. George H. Gillen, 831 Republic Building, 
Denver. 
Connecticut: * Examinetion. Hartford, March 14-15. Secretary to 


the Board, Dr. Creighton Barker, 160 St. Ronan Street, New Haven. 
Homeopathic. Derby, March 9-10. Sec., Dr. Donald A. Davis, 38 Eliza 
beth Street, Derby. 


AND LICENSURE 


Dover, 


ver. 


July 11-13. See., 


Detaware: Examination. J. 
McDaniel, 229 S. State St., 


District or Covumsia: * Reciprocity. Washington, March 13. 
Dr. Daniel L. Seckinger, 4130 E. Municipal Bldg., Washington, 


Frioripa: * Jacksonville, June 25-27. Sec., Dr. Frank D. Gray, 12 N, 
Rosalind Avenue, Orlando. 


GEORGIA: 


Examination. Atlanta and Augusta, June. Endorsemeng, 
Atlanta, June. Sec., Mr. R. C. Coleman, 111 State Capitol, Atlanta 3, 


Guam: Endorsement. Agana, last Friday of each month. Sec., Capt, 
C. K. Youngkin, Dept. of Public Health, Guam, % F.P O., San Francisca, 


Ipano: Boise, July 10, Sec., Mr. Armand L. Bird, 305 Sun Bidg,, 
ose, 
Ittrnots: Chicago, April 4-6. Superintendent of Registration, Mr, 


Charles F. Kervin, Capitol Bldg., Springfield. 


Inpiana: Examination. Indianapolis, June. Sec., Dr. Paul R. Tindall, 
1138 K. of P. Bldg., Indianapolis. 
Iowa: * Examination. Sec., Dr. M. A 


lowa City. June 12-14, 
Royal, 506 Fleming Building, Des Moines 19. 

Kansas: Kansas City, Jume 7-8. Sec., Dr. J. F. Hassig, 905 N, 
7th Street, Kansas City. 


Maine: Portland, March 14-15. Sec., Dr. Adam P. Leighton, 192 State 
Street. Portland. 


Marytann: Examination. Baltimore, June 20-23. Sec., Dr. Lewis 
P. Gundry, 1215 Cathedral Street, Baltimore 1. 
Massacuusetts: Examination. Boston, March 14-17. Sec., Dr. George 


L. Schadt, 413 E. State House, Boston. 


Missourt: Examination. Jefferson City, Feb. 9-11. Reciprocity, Feb. 4, 
Exec. Sec., Mr. John A. Hailey, Box 14, State Capitol Building, Jefferson 
City. 


Montana: Helena, April 3-5. Sec., Dr. Otto G. Klein, First National 
Bank Building, Helena. 


Nevapa: Carson City, May 1. 
Street, Carson City. 


Sec., Dr. George H. Ross, 112 Curry 


New ftlamesutre: Concord, March 8-9. Sec., Dr. John S. Wheeler, 
107 State House, Concord. 


New Jersey: Examination. Trenton, June 20-23. 
Halhnger, 28 West State Street, Trenton. 

New Mextco: * Santa Fe, April 10-11. 
Coronado Building, Santa Fe 

Nortn Dakota: Examination, Grand Forks, July 5-7. 
Grand Forks, July 8 Sec., Dr. C. J. Glaspel, Grafton. 

Onto: Reciprocity, Columbus, April 3. Examination. Columbus, 
June 14-17. Sec., Dr. H. M. Platter, 21 W. Broad St., Columbus 15, 

Oxtauoma:* Examination. Oklahoma City, 7-8. De. 
Clinton Gallaher, 813 Bramff Building, Oklahoma City. 

Puerto Rico: Examination. Santurce, March 7. Sec., Mr. Luis Cueto 
Coll. Box 3717, Santurce 


Ruope Istanp: * Examination. Providence, April 6-7. Chief, Division 
of Professional Regulation, Mr. Thomas Bb. Casey, 366 State Office Bldg. 


Providence. 


Sec. Dr. E. & 
Sec., Dr. Charles J. McGoey, 


Reciprocity. 


Columbia, June 26-29. Rectprocity. 
Heyward, 1329 Blanding 


Souts Caro.ttna: Examination. 
First Monday of each month. Sec., Dr. N. B. 
Street, Columbia 


Texas: * Examination. Austin, June 19-21. 
1714 Medical Arts Bldg., Fort Worth 2. 

Uran. Examination. Salt Lake City, June. Dir., Dr. Frank E. Lees, 
324 State Capitol Building. Salt Lake City 


Richmond, June 23-24. Endorsement. Rich 
K. D. Graves, 631 First St., S.W., Roanoke. 


Sec., Dr. N. H. Dyer, State 


Sec., Dr. M. H. Crabb, 


Examination. 
Sec., Dr 


Charleston, April 3-5. 


VirGinia: 
mond, June 22. 

West VIRGINIA: 
Capitol, Charleston. 
7 esque * Milwaukee, July 21-13. Sec., Dr. C. A. Dawson, River 
alls. 

Cheyenne, 
Capitol, Cheyenne. 


* Basic Science Certificate required. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

Artzona: Examination. Tucson, March 21. Sec., Mr. Francis A 
Roy, Science Hall, University of Arizona, Tucson. 

Arkansas: Examination. Little Rock, May 9. Sec., Mr. L. E. Gebauer, 
1002 Donaghey Building, Little Rock. 

Covoravo: Examination. Denver, March 1-2. Sec., Dr. Esther B 
Starks, 1459 Ogden St., Denver. 

Connecticut: Examination. New Haven, Feb. 11. Address: State 
Board of Healing Arts, 110 Whitney Avenue, New Haven 10. 

District or Cotumsta: Washington, April 17-18. Sec., Dr. Danie 
L. Seckinger, 4130 E. Municipal Building, Washington. 

Fioripa: Examination. June 3. Sec., Mr. M. W. Emmel, Universit? 
of Florida, Gainesville. 

Iowa: Examination. Des Moines, April 11. Sec., Dr. Ben A 
Peterson, Coe College, Cedar Rapids. 

Minnesota: Examination. Minneapolis, April 4-5. Sec., Dr. Raymond 
N. Bieter, 105 Millard Hall, University of Minnesota, Minneapolis. 

New Mexico: Examination. Santa Fe, Feb. 5. Sec., Mrs. Marguenté 
K. Cantrell, P. O. Box 1522, Santa Fe. 

Nesraska: Examination. Omaha — 4 2-3. 
Examining Boards, Mr. Oscar F. Humble, 1009 State 

ncoln. 


Feb. 6 Sec., Dr. Franklin D. Yoder, State 
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Oxtanoma: Examination. Oklahoma City, April 11. Sec., Dr. Clinton 
Gallaher, 813 Braniff Building, Oklahoma City. 


Ruove Istanp: Examination. Providence, Feb. 8-9. Chief, Division 
of Professional Regulation, Mr. Thomas B. Casey, 366 State Office Build- 
ing, Providence. 


Sovtn Dakota: Vermillion, June 2-3. Sec., Dr. Gregg M. Evans, 
310 E. 15th Street, Yankton. 


TENNESSEE: Examination. Memphis, March 17-18. Sec., Dr. O. W. 
Hyman, 874 Union Avenue, Memphis. 


Texas: Examination. Austin, April 21-22. 


Sec., Brother Raphael 
Wilson, 306 Nalle Building, Austin. 


Bureau of Medical Economic 
Research 


MEDICAL ECONOMIC REVIEWS 
AND ABSTRACTS 


Prepared by the Staff of the Bureau of Medical 
Economic Research 


Controlling Factors in Economic Development. By Harold G. Moulton. 
Cloth. Price, $4. Pp. 397. The Brookings Institution, 722 Jackson PIL., 
N.W., Vashington 6, D. C., 1949. 

It is doubtful whether the controversy between the “pro- 
Keynesian” and the “anti-Keynesian,” the deficit spending group 
and the balanced budget group, will be resolved in a short time. 
This controversy cannot be avoided by any treatise on contem- 
porary economic situations because the scope of the argument 
is now carried out of the realm of pure theory by the political 
adaptations and consequences of deficit spending. 


While this book makes poignant criticism of Keynesian theory 
and its present day offshoots, it is not comprehensive enough 
to stand as a complete rebuttal—if this is at all possible—of the 
present “popular” style of economic theory. The principal value 
of the book to the elementary reader, for whom it was designed, 
lies in its clear, if cursory, presentation of the difficulties 
inherent in politically controlled economies and their degenerate 
offspring, the welfare state. 

Moulton divides his book into two section: (page 7) 

“Part I looks backward and undertakes to appraise the forces 
and factors which accounted for the extraordinary, and unex- 
pected, economic progress of the nineteenth and early twentieth 
centuries, and also the sources of maladjustment which restrained 
the rate of advancement. Part II looks forward. It indicates the 
economic potentialities of the century ahead and outlines the 
policies essential to their realization.” 

Popular and often academic thinking assumes that depressions 
are manifestations of man-made imperfections, rather than evi- 
dences of natural growth, and as such are subject to control. 
Recent economic theory, tempered by the depression of the 
thirties, has concerned itself largely with the business cycle and 
its control. To date most of the proposals for control may be 
grouped under the comprehensive label “government action.” 
While it is impossible to enter here into the variations of 
Keynesian theory, contemporary versions assume that the econ- 
omy does not contain the necessary impetus to continue at full 
employment and that economic stagnation will certainly occur 
unless external “transfusions” are applied, e. g., government 
spending and controlled fiscal policy. This view is summarized 
in the following quotation from A. H. Hansen, “Fiscal Policy 
and Business Cycles” (1941), page 306: 

“It is just because we have developed, in our highly dynamic 
society, firmly fixed institutions and habits affecting the income 
tlasticity of saving that we cannot rely upon autonomous 
mcreases in consumption to provide full employment once the 
extensive expansionist stimulus to investment has largely dis- 
appeared. We shall be compelled to seek full employ- 
ment of our resources by deliberately injecting a new stimulus 
to investment.” 
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In Moulton’s opinion the motivating forces in our economy 
are invention, innovation and scientific advancement in both the 
physical and social sciences. (He does not include war as an 
impetus or motivating force to the economy. He has, therefore, 
ignored the most disturbing innovation of modern times, for 
wars are now fought with machines.) Such forces do not lend 
themselves to stagnation but provide dynamic and continuing 
pushes to the economy. This theme is elaborated on in his 
“Looking Backward” section, in which he examines the economic 
growth of the nineteenth century. It is the author’s further 
contention that consumption habits are not virtually fixed. 


Economists of Moulton’s group feel that a more even dis- 
tribution of national income is an important stimulus to further 
capital expansion and income growth. This goal is in no way 
akin to “left wing” proposals of equality of income; the author 
does not fail to recognize the stimulus and incentive to pro- 
duction of increasing incomes. He merely asks for a happy 
medium—a state seldom achieved in the economic world. 


Moulton proposes that efficiencies of production should be 
passed on as price reductions rather than given entirely as wage 
increases to the employees of the particular industries or firms 
which develop the increased efficiency (page 299). The author 
believes that through price reductions increases in efficiencies 
and savings in cost can be passed on to the largest number of 
persons. From a theoretical standpoint Moulton has a sound 
argument for passing technologic advances on to society if it 
could be assumed that, at any given instant of time, everyone 
could be satisfied that his pay was commensurate with his 
knowledge and ability. However the author realizes that wage 
rates must also be increased. 


Moulton believes in government spending in a restricted 
sense. It is his well supported conclusion that depressions 
cannot be prevented, although they can be mitigated (page 338). 
Moulton is particularly succinct in his condemnation of the con- 
sequences of extensive government control ; with this in mind the 
reader should pay special attention to pages 170 to 202. 


The author has divided the growth of the hybrid economic 
system of this country into two phases—the Roosevelt period, 
from 1933 to 1940, and the Truman period, beginning in 1946. 
Moulton further contends that the reform measures of the 
Rooseveltian period did not strike directly at the basic principle 
of private enterprise. This cannot be said, however, of the Tru- 
man administration, which has evinced considerable interest 
in maintaining the economic controls necessitated by the war 
for permanent use. 


It is too often forgotten that humanitarianism, molded by 
unrestricted emotionalism (and politics), fails to consider the 
economic factors and limitations involved in extending social 
insurance, health services and other social service plans. Finally, 
in the following passage Moulton seems to realize that all human 
needs are relative (page 292): 


“Within limits public expenditures to raise the plane 
of living of the underprivileged and to underwrite and provide 
free services to the public may be justified. The fundamental 
problem is to keep aggregate commitments within bounds— 
that is, within the limits of taxable capacity, and at a level that 
does not imperil financial stability. A factor already noted is 
that such programs commonly involve commitments which 
heavily mortgage future revenues on an expanding scale over 
a long future. This is notably the case with pensions, social 
insurance, and educational and health services. Starting from 
the proposition that all such programs are essential to national 
welfare, it is easy to argue that we cannot have too much 
education, health, or security. It is equally easy to forget that 
such services compete with other national activities for avail- 
able funds and also for available resources and man power. 
The over-all limits to the supply of goods and services are set 
by national productive capacity, which is in turn determined by 
the factors affecting the expansion of wealth-producing power.” 
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BUREAU OF LEGAL 


Bureau of Legal Medicine 
and Legislation 


MEDICOLEGAL ABSTRACTS 


Charitable Hospitals: Exemption from Taxation.—The 
defendant, Southern Illinois Hospital Corporation, filed objec- 
tions to the county collector’s application for judgment against, 
and order of sale of, the hospital’s real estate located in the city 
of Herrin for nonpayment of taxes for the year 1947. Ina 
separate action, the hospital also sought a refund of personal 
taxes for the same year, which had been paid under protest. 
Both suits were consolidated for trial. The judgment being 
against the hospital, an appeal was taken to the Supreme Court 
of Illinois. 

The hospital claims to be a charitable institution within the 
purview of section 19(7) of the Revenue Act of 1939. In 
determining whether property is included within the scope of 
an exemption, the Supreme Court said, the statute must be 
strictly construed and all debatable questions resolved in favor 


of taxation. The primary use of the property involved must be 


considered and is the controlling factor. The principal and 
distinctive features of a charitable organization, continued the 
court, are that it has no capital and no provisions for making 
dividends or profits but derives its funds mainly from public 
and private charity and holds them in trust for the objects and 
purposes expressed in the instrument or charter creating the 
organization, 

In two prior Illinois cases it was held that a charitable insti- 
tution does not lose its charitable status, and consequent exemp- 
tion from taxation, by reason of the fact that recipients of some 
of its benefits who are able to pay are required to do so, where 
no profit is made but the amounts received are applied in 
furthering its charitable purpose. A hospital not owned by the 
state or any other municipal corporation, but which is open to 
all persons, regardless of race, creed or financial ability, has, 
on several occasions, been held by this court to be a charitable 
organization within the meaning of the Revenue Act, and 
exempt from taxation, provided all funds received by the hos- 
pital are devoted to its charitable purpose and no part of the 
money received by it is permitted to inure to the benefit of any 
private individual engaged in managing the charity. 

The Southern Illinois Hospital Corporation was organized 
under the laws of Illinois as a nonprofit corporation and received 
a charter April 15, 1946, which authorized it to acquire and 
build, operate and improve a hospital in the city of Herrin. 
After organization of the corporation and adoption of by-laws, 
the charter was amended Oct. 7, 1946 and a dissolution plan 
adopted which provides that the physical plant of the hospital 
will pass to the governing body of the city of Herrin in the 
event of dissolution. The corporation has no capital structure 
or stock, pays no dividends and pays no directors’ fees, and all 
proceeds over and above expenses are put back into the cor- 
poration for the expansion of services, equipment and the 
physical plant. The hospital functions with an open staff, whose 
organization is controlled by staff members. There is no dis- 
crimination as to race, creed or color either as to patients or 
members of the staff. The per diem cost rate of the hospital, 
according to the formula of the Illinois Division of Hospital 
Services, is $9.84. In relief cases, the hospital was paid 50 per 
cent to 90 per cent of the per diem cost, dependent on the type 
of relief. In addition to the regular hospital facilities, it appears 
from the evidence that the hospital has a cancer clinic, trachoma 
control center, venereal clinic and x-ray, blood bank and library 
departments, some of which are operated with funds, equipment 
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and material furnished by the state and federal governments 
and by the American Cancer Society. The United States 
Treasury Department has ruled that the corporation is exempt 
from payment of income taxes. 

It is readily apparent, said the Supreme Court, that the 
financial structure, policy on remuneration of officers and direc- 
tors, application of fees collected and the method and purpose 
of operation typify the hospital as a charitable organization 
within the confines of the principles announced by this court, 
The trial judge was of the opinion, however, that the hospital 
disqualified itself from tax exemption by its manner of admitting 
patients who are unable to pay for hospital services. The evi- 
dence as to admission of patients shows that in all emergency 
cases presented to the hospital the patients are treated without 
question as to ability to pay and that all elective cases referred 
to the hospital by a staff member are accepted without question. 
It is the practice that when an elective patient requests treat- 
ment he must pay a week’s board in advance, if able to do so. 
If the patient states he is unable to pay, he is asked to wait 
until an investigation is made to determine whether he is eligible 
for relief and arrangements are made with the proper relief 
agency for payment. Ultimately, however, no patient is refused 
admission or treatment because of his inability to pay or inability 
to secure governmental aid. To maintain its charitable status, 
a charity must not place an obstacle of any character in the 
way of those who might need charity of the kind dispensed by 
this institution, calculated to prevent such persons making appli- 
cation or obtaining admission to the hospital, and the tria! judge 
was of the opinion that the waiting period caused by investigat- 
ing an elective patient’s relief status is such an “obstacle.” In 
view of the fact, said the Supreme Court, that all emergency 
or acute cases are immediately treated without question of their 
ability to pay and in view of the fact that all elective patients 
are ultimately treated despite their inability to pay or secure 
relief, we cannot agree. Sound business dictates that hospitals 
inquire into the ability of a prospective patient to pay, and it is 
the generally accepted practice of all hospitals. It is also within 
the realization of patients unabie to pay that they will be 
assisted, if eligible, by various governmental agencies, and an 
investigation of that possibility by the hospital would, in our 
opinion, induce rather than deter a destitute patient from seeking 
admission. If an elective patient’s need became acute or an 
emergency before the investigation was completed, the evidence 
shows he would be treated immediately without regard of his 
ability to pay, thus the hospital’s custom of investigation would 
not have the effect of depriving the needy of treatment. Since 
investigations are made only in nonemergency and nonacute 
cases, and treatment ensues regardless of the result, we cannot 
hold, the court concluded, that the hospital has failed in its 
beneficent purpose or created obstacles that would hinder or 
prevent needy persons from seeking and receiving the charity 
it dispenses. 

The city of Herrin pleaded, but did not argue, that the opera- 
tion of the Herrin hospital is not such that it relieves the burden 
of the government and is therefore not a charity. In view of 
the evidence, said the Supreme Court, that the county relief 
patients are treated at a 50 per cent loss of the per diem cost 
and other relief patients at a 10 per cent to 50 per cent loss, 
we must hold that such a contention is without merit. Inas 
much as the hospital is the only one in the Herrin area, it is 
reasonable to speculate that the government is relieved of addi- 
tional expenses it would incur in transporting and treating 
patients in hospitals removed from the area. 

Accordingly the judgment of the trial court was reversed 
with directions to find in favor of the hospital in both cas¢s— 
People ex rel Cannon v. Southern Illinois Hospital Corporation, 
8&8 N. E. (2d) 20 (Iil., 1949). 
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Current Medical Literature 


AMERICAN 


The Association library lends periodicals to members of the Association 
and to individual subscribers in Continental United States and Canada 
for a period of three days. Three journals may be borrowed at a time. 
Periodicals are available from 1938 to date. Requests for issues of 
earlier date cannot be filled. Requests should be accompanied with stamps 
to cover postage (6 cents if one and 18 cents if three periodicals are 
requested). Periodicals published by the American Medical Association 
are not available for lending but can be supplied on purchase order. 
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Titles marked with an asterisk (*) are abstracted below. 


American Journal of Clinical Pathology, Baltimore 
19:801-898 (Sept.) 1949 


Degenerative Changes in Right Half of Liver Resulting from Intra- 
Uterine Anoxia. P. Gruenwald.—p. 801. 

Adhesiveness of Blood Platelets in Thromboembolism and Hemorrhagic 
Disorders: II. Diagnostic and Prognostic Significance of Platelet Adhe- 
siveness. S. E. Moolten, L. Vroman, and G. M. S. Vroman.—p. 814. 


American Journal of Medical Sciences, Philadelphia 
218: 241-360 (Sept.) 1949 


Mctastases in Bone Marrow and Myelophthisic Anemia from Carcinoma of 
Pro tate. R. W. Rundles and U. Jonsson.—p. 241. 

Pitu.tary Gland of Rats with Experimental Goiter. G. C. Henegar and 
G. M. Higgins.—p. 251. 

"Treatment of Pneumococcic Meningitis with Penicillin: Study of 125 


Consecutive Cases, with 73 Per Cent Recovery. E. Appelbaum, 
J. \elson and M. B. Albin.—p. 260. 

Chemical Combination of Insulin with Muscle (Diaphragm) of Normal 
Rat. W. C. Stadie, N. Haugaard, J. B. Marsh and A. G. Hills. 
—p 265, 

Hormonal Influences on Chemical Combination of Insulin with Rat 


Muscle (Diaphragm). 
J. B. Marsh.—p. 275. 
Effect of Body Position and Reference Level on Determination of Venous 
and Right Auricular Pressure. J. O. Davis and N. W. Shock.—p. 281. 
Renal Studies in Acute Infectious (Epidemic) Hepat.tis. J. D. Farquhar. 
—p. 291 
Clinical Report on Toxicity of New Mercurial Diuretic (Thiomerin) for 


W. C. Stadie, N. Haugaard, A. G. Hills and 


Subcutaneous Administration. A. R. Feinberg, J. H. Isaacs and W. S. 
Borkan —p. 298. 
Toxicity of Intravenous Ammonium Compounds. N. W. Karr and E. L. 


Hendricks.—p. 302. 

Alterations in Serum Potassium and Their Relation to Certain Con- 
Stituents of Blood in Diabetic Acidosis. C. S. Nadier, S. Bellet, J. G. 
Reinhold and M. Lanning.—p. 308. 

Increased Hypoprothrombinemic Effect of Small Dose of Dicumarol in 
Congestive Heart Failure. D. Stats and S. Davison.—p. 318. 

The Collagen Diseases. E. Aegerter and J. H. Long.—p. 324. 

Ten Years in Epidemiology of Mumps. J. E. Gordon and L. Kilham. 


Penicillin in Pneumococcic Meningitis.—Appelbaum and 
co-workers treated 125 patients with pneumococcic meningitis 
m ages ranging from under 1 year to 99, with intrathecally 
administered penicillin in all but 2 instances. In addition, the 
patients were given penicillin by the intramuscular route and 
mest of them received also a sulfonamide compound, usually 
sulfadiazine. The schedule of penicillin therapy finally evolved 
was as follows: up to 4 years of age three to five intrathecal 
nections of 25,000 to 50,000 units per injection and 400,000 
mits per day by the intramuscular route for seven to ten days. 
Older children and adults were given three to five intrathecal 
mections of 50,000 to 100,000 units per injection and 800,000 
units daily by the intramuscular route for seven to ten days. 
Ninety-two patients recovered and 33 died, giving a recovery 
tate of 73 per cent. There were only 14 deaths among 197 
patients under 51 years of age and 19 deaths among 28 patients 
above that age. The prognosis was decidedly worse in the older 
ag¢ groups. An attempt to treat 8 patients with intramuscular 
but without intraspinal penicillin in conjunction with sulfadia- 
“ne proved successful in only 2 instances. There were only 
afew instances in which a complication or untoward reaction 
Was attributable to the intrathecal administration of penicillin. 

rare occurrence of such a reaction or complication should 
‘ot be a deterrent to the administration of penicillin intra- 
Spinally, Neurologic sequelae were encountered in a small 
number of cases. The 4 instances of serious brain damage were 
all in infants under 1 year of age. It was difficult to evaluate 
Poperly the role of the adjunctive use of sulfadiazine. 
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American J. of Obstetrics and Gynecology, St. Louis 


58:419-624 (Sept.) 1949. Partial Index 
R. J. Paalman, M. B. 


Actinomycosis of Ovaries and Fallopian Tubes. 
Dockerty and R. D. Mussey.-—p. 419. 

Transverse or Oblique Presentation of Fetus in Last Ten Weeks of 
Pregnancy: Its Causes, General Nature and Treatment. C. S. Steven- 
son.—p. 432. 

“Vaginal Smear in Population Screening for Uterine Carcinoma. O. F. 
Kraushaar, J. T. Bradbury and W. E. Brown.—p. 447. 

Statistical Study of Cancer of Corpus Uteri. J. P. Palmer, M. C. 
Reinhard, M. G. Sadugor and H. L. Goltz.—p. 457. 

Pregnancy with Sickle Cell Aremia: Review of Literature and Report of 
Cases. H. H. Fouché and P. K. Switzer.—p. 468. 

Attitude of Fetus in Breech Presentation. H. L. Wilcox.—p. 478. 

Tubal Sterilization Through Vagina. H. Boysen and L. A. McRae. 
—p. 488. 

Observations on Use of Progesterone in Threatened Abortion with Special 
Reference to Pregnandiol Excretion as Guide to Therapy. H. S. 
Guterman and A. S. Tulsky.—p. 495. 

*Pregnancy and Tuberculosis. G. Schaefer.—p. 503. 

Experience with Extraperitoneal Cesarean Section at University of Iowa 
Iiospitals. W. C. Keettel and J. H. Randall.—p. 510. 

Primary Carcinoma of Fallopian Tube. B. D. Stern and B. J. Hanley. 
—p. 517. 

Application of Vaginal Smear to Diagnosis of Pregnancy: Preliminary 
Report. R. G. Bonime.—p. 524. 

*Specific Malignant Cells Exfoliated from Preinvasive Cancer of Cervix 

Uteri. H. E. Nieburgs and E. K. Pund.—p. 532. 

Papillary Clear Cell Adenocarcinoma of Ovary. E. G. Anderson, R. S. 
Lupse and A. E. Rappoport.—p. 537. 

“Crush” Syndrome in Obstetrics and Gynecology. 
L. J. Golub.-—p. 544. 

Pulmonary Mucormycosis Complicating Pregnancy. J. B. Lloyd, L. I. 
Sexton and A. T. Hertig.-—p. 548. 

Specific Treatment of Vaginal Mycosis. 
Beckette.—p. 553. 

Evaluation of Hormonal and Radiation Therapy in 190 Cases of Func- 
tional Sterility and Secondary Amenorrhea: Preliminary Report. 
RK. S. Finkler.—p. 559. 

Vaginal Smear in Screening for Uterine Carcinoma.— 
Kraushaar and co-workers obta’ned vaginal smears from 5,314 
women, utilizing a damp cotton swab applicator protected by 
a sheath. The women represented three segments of the female 
population: general hospital admissions, institutional inmates 
and the female population of an Iowa county. The established 
clinical and histologic methods of diagnosing genital cancer 
were used. In the 115 genital cancers in the hospital series, 
102 were diagnosed positively on the initial cytologic examina- 
tion, 108 on the initial histologic examination and 98 on the 
first pelvic examination. Each of the three methods alone 
shows a significant error rate. The cytologic method can be 
used to select those women who need further evaluation by 
clinical and histologic studies. By coordinating cytologic, clini- 
cal and histologic methods of detection, few genital cancers will 
escape detection. 

Pregnancy and Tuberculosis.—Schaefer reports on 116 
tuberculous pregnant women who were delivered at Sea View 
Hospital. The incidence of tuberculosis complicating preg- 
nancy, when fluoroscopy and roentgenography are used in the 
antepartum examination, is approximately 2 per cent. Twenty- 
three of the 116 women died, giving a maternal mortality of 
19.8 per cent; 87 per cent of the deaths occurred in the group 
with far-advanced tuberculosis. The mortality in the far- 
advanced group delivered by cesarean section was 33.3 per cent, 
whereas the mortality rate in the far-advanced group delivering 
spontaneously was 63.1 per cent. Parity had no effect on pul- 
monary tuberculosis. The mortality, when tuberculosis is diag- 
nosed during pregnancy, is almost twice as great as when it 
is diagnosed before pregnancy. The important factor in prog- 
nosis for the pregnant woman is the extent and type of the 
tuberculous lesion and the rapidity with which treatment can 
be instituted. Prolonged, severe labor is to be avoided in pul- 
monary tuberculosis. Pentobarbital sodium for analgesia and 
local anesthesia has given good results in the author’s cases. 
Cesarean section has a definite indication in selected cases. 
None of the infants born had evidence of prenatal or postnatal 
tuberculosis. The infant mortality was 1.7 per cent. 

Malignant Cells in Preinvasive Cervical Cancer. — 
Nieburgs and Pund, in a routine investigation of 3,700 women of 
all social strata, discovered with the endocervical smear technic 
22 cases of preinvasive cancer of the cervix and 4 borderline 
cases. The diagnosis was made from biopsies or endocervical 


N. F. Paxson and 


H. C. Hesseltine and E. S. 


curettage. A specific type of exfoliant malignant cells from 
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preinvasive cancer was found in 19 of the 22 cases. The pre- 
invasive cancer cells are usually larger than the invasive cancer 
cells and have a greater amount of cytoplasm, which usually 
stains a typical orange-yellow. The nuclei may be either small, 
hyperchromatic, without details, and with the nuclear membrane 
irregular, or they may be large, foamy and agranular with 
well defined borders or with distinct borders and a particular 
type of granularity which is never found in invasive cancer. 
These cells generally appear singly or in loose groups but 
never in adherent clusters. There is usually a striking pre- 
dominance of normal cells, and the cells in the smears from 
the vaginal pool may be completely cornified although the 
patient may be in the luteal phase of the menstrual cycle or 
of postmenopausal age. Recognition of the specific character- 
istics of the exfoliated cells of preinvasive cancer may in the 
future contribute to the detection of a great number of curable 
cases of cancer. Routine screening of all women by the endo- 
cervical smear technic should constitute an important part of 
preventive oncology. 


American Journal of Ophthalmology, Chicago 
32:1177-1316 (Sept.) 1949 


Therapeutic Results in Advanced Chronic Simple Glaucoma with Tele- 

scopic Fields. S. Bloomfield and L. Kellerman.—p. 1177. 

*Cataract and Tetany Produced by Parathyroid Deficiency During Preg- 

nancy, Lactation and Menstruation. D. J. Lyle.—p. 1183. 

Eticlogy of Trachoma. Y. Mitsui.—p. 1189. 

Dupuy-Dutemps Dacryocystorhinostomy. A. V. Hallum.—p. 1197. 

Ocular Onchocerciasis. M. Puig Solanes, B. Riveroll Noble and A. 
Fonte 207. 

Ocular P. Heath.—p. 1213. 

Fusional Vergence. E. F. Tait.—p. 1223. 

Surgical Repair of Neurofibromatosis of Eyelid. M. M. Kulvin.—p. 1231. 

Survey of Anterior Segment Photography. E. S. Wright.—p. 1245. 

*Tale Granulomas of the Eye. G. L. McCormick, W. L. Macaulay and 

G. E. Miller.—p. 1252. 

Intraceular Foreign Bodies: 50 Consecutive Cases. J. P. McBride. 

—p. 1255. 

Hantling of Amblyopic Patient. M. C. Wheeler.—p. 1261. 

Cataract and Tetany in Parathyroid Deficiency.—Lyle 
reports 1 woman aged 28 with idiopathic parathyroid insuffi- 
ciency. Discrete opacities of various densities were observed 
beneath the posterior capsule of both lenses, with a few raylike 
riders arching through the periphery to the anterior subcapsular 
area. The loss of sight began gradually during the first preg- 
nancy and increased with lactation and a subsequent pregnancy. 
The vision became more disturbed with menstruation. The 
patient presented twitchings of eye muscles and a tingling 
sensation in her fingers and feet at night. The diagnosis of 
idiopathic parathyroid deficiency was established by positive 
Chvostek and Trousseau signs and a low serum calcium deter- 
mination of 7 mg. per hundred cubic centimeters of blood. The 
increased demand for calcium during pregnancy, lactation and 
menstruation may change an asymptomatic latent parathyroid 
deficiency into a symptomatic manifest hypoparathyroidism, 
with serious consequences to vision through ectodermal damage, 
both neural and somatic. These complications can be averted 
by routine examination during early pregnancy and lactation. 
Medication for prevention should begin at the fifth month of 
pregnancy, be terminated at labor and resumed at the end of 
the first month of lactation. One teaspoon (3.7 cc.) of calcium 
gluconate or calcium lactate in water should be given three 
times a day. An average daily intake of 1.5 Gm. of calcium 
in pregnancy and more in lactation is required. In addition to 
the increased calcium, the phosphorus and phosphate intake 
should be restricted. Dihydrotachysterol and vitamin D should 
be given. Treatment, once the symptoms have appeared, may 
arrest but cannot entirely restore the visual loss. 

Talc Granulomas of the Eye.—McCormick and co-workers 
report the occurrence of a foreign body granuloma of the eye 
due to talcum powder in a woman aged 32. Smooth, semi- 
translucent, grayish tumor masses developed temporally, and 
usually at the sites of eye muscle surgery for right convergent 
strabismus, fourteen years after the original operation. Biopsy 
revealed dense fibrous connective tissue in which were embedded 
nodules of epithelioid cells. Many of the nodules contained 
particles of unstainable crystalline material, which in size and 
shape resembled talc. The tumor masses were surgically 
excised. The pathologic observations were similar to those 


made on biopsy except that there was some lymphocytic infil- 
trate associated with the epithelioid nodes. The pathologic 
changes resembled those observed in sarcoidosis but apparently 
represented a tissue reaction to a foreign crystalline material, 
which was probably talcum powder. The operative field in eye 
muscle surgery is widely exposed and vulnerable to talc con- 
tamination in contrast to intraocular operations. This is appar- 
ently the first recorded instance of such a lesion occurring in 
the eye. 


American Journal of Public Health, New York 


39: 1091-1266 (Sept.) 1949. Partial Index 


Facts and Figures About Child Health in the United States: Critical 
Appraisal of Academy of Pediatrics Study of Child Health Services 
and Pediatric Education. K. Bain and H. C. Stuart.—p. 1091. 

Nursing Home-—Medical Care Facility. J. H. Kinnaman.—p. 1099, 

*Inactivation of Partially Purified Poliomyelitis Virus in Water by 
Chlorination: IIl. Experiments with Natural Waters. S. G. Lensen, 
M. Rhian, M. R. Stebbins and others.—p. 1120. 

Melical Care Activities of Full-Time Health Department. M. Terris and 
N. A. Kramer.—-p. 1129. 

Histoplasmosis: Study of Reactors to Histoplasmin. J. W. Armstrong, 
—p. 1136. 

New York State Home Accident Prevention Program. I. J. Brightman, 
—p. 1149 

Seattle’s Public Health and Education Departments Codperate in Organiz- 
ing and Conducting Food Handler's Training Program. E. E. Palm- 
quist, K. Williams and F. F. Aldridge.—p. 1163. 

Effects of Health Council Programs on Basic Health Education. J. W. 
Ferree and S. S. Lifson.—p. 1167. 

Health Problems in Industrialized Agriculture. S. J. Axelrod.—p. 1172. 
Inactivation of Poliomyelitis Virus in Water by Chlori- 

nation.—Lensen and his associates previously reported an 

investigation on the inactivation by chlorination of partially 
purified poliomyelitis virus (mouse-adapted Lansing strain) in 
distilled water. They now report further experiments in which 
representative samples of different natural waters were used 
instead of distilled water. The inactivation of partially purified 
poliomyelitis virus in natural waters was studied by chlorination 
of 100 cc. portions of water to which virus was added in final 
concentrations of 0.25 and 0.5 per cent. Samples of three different 
lake waters, two river waters and one lime-treated well water 
were used in the experiments. In samples of natural waters 
having a pu range of 7.9 to 83 the virus was consistently 
inactivated within ten minutes in presence of 0.05 parts per 
million residual free chlorine at the end of this contact period. 

In many instances, but not always, the virus was inactivated by 

still smaller amounts of free residual chlorine. In experiments 

at a higher pu range (10.0 to 11.25), 0.1 to 0.15 parts per million 
residual free chlorine were necessary to achieve the same results. 


Blood, New York 


4:989-1084 (Sept.) 1949 

Mediterranean Hemopathic Syndromes. V. Chini and C. Malagued 
Valeri.—p. 989. 

*Use of Exchange Transfusion for Treatment of Severe Erythroblastosis 
Due to A-B Sensitization, with Observations on Pathogenesis of Di 
ease. A. S. Wiener, L. B. Wexler and J. G. Hurst.—p. 1014. 

Effect of Stasis of Blood in Varicose Veins on Erythrocyte Fragility, 
with Accompanying Studies Comparing Red Cells and Other Blood 
Elements with Cubital Vein Blood. S. R. Mettier, J. C. Weaver and 
A. F. McBride.—p. 1033. 

*Role of Staphylocoagulase in Blood Coagulation: I. Reaction of Staphyloe 
coagulase with Coagulase-Globulin (CG) to Form Coagulase-Thrombia 
(CT). J. B. Miale.—-p. 1039. 

Multiple Myeloma as Form of Leukemia. M. A. Rubinstein.—p. 1049. 

Use of Antimony in Multiple Myeloma. M. A. Rubinstein.—p. 1068. 
Severe Erythroblastosis Due to A-B Sensitization— 

Wiener and co-workers report 2 cases of severe erythroblastosis 

in newborn infants, both of whom were second children of 

their parents. Grouping and Rh-Hr tests done on the parents 
and on the firstborn children, and results of antenatal antibody 
titrations on maternal serum, demonstrated that the erythro 
blastosis resulted from sensitization to the A and B agglutine 
gens respectively. Injections of A and B group substances 
failed to arrest the disease. Exchange transfusions were carried 
out using 900 to 1,000 cc. of fresh group O blood. The response 
was prompt and dramatic in each case, although the conve 
lescence was prolonged in 1 instance by intercurrent diarrhea. 

Both infants made complete recoveries and have developed of 

mally, both physically and mentally, The authors conclude that 

the greatest majority of cases of jaundice and anemia of 
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newborn that cannot be explained on the basis of Rh incom- 
patibility are caused by incompatibility of the major blood 
groups. High maternal alpha and beta antibody titers are not 
necessarily correlated with disease in the infant. Univalent 
alpha and beta antibodies present in the maternal serum. traverse 
the placenta and are the cause of the disease in the infant. 
Bivalent antibodies are held back by the intact placenta and 
play hardly any role in the causation of the disease. A high 
percentage of normal persons possess univalent alpha and beta 
antibodies, but they are usually of only moderate or low titers 
and relatively harmless to the infant because of the presence 
of a special protective mechanism consisting primarily in the 
incomplete state of development of the A and B agglutinogens 
in the red cells of the newborn infant or fetus. The saliva 
specimens were examined in a series of fourteen families with 
typical serologic and clinical observations of erythroblastosis 
due to A or B sensitizations. All the affected babies in these 
families were secretors. It is suggested that the~-baby being 
a secretor increases the likelihood of his sensitizing the mother. 
Presumably the group substances in solution in secretions could 
traverse the placental barrier more readily than intact red cells. 
A theory is suggested that the quality of the alpha and beta 
antibodies, namely, whether they are homospecific or hetero- 
specific, may affect the severity of the manifestations in the 
infant. 

Staphylocoagulase in Blood Coagulation.—Miale demon- 
strated that sterile cell-free filtrates of broth cultures of some 
strains of staphylococci contain a substance, called staphylo- 
coagulase, which does not clot purified fibrinogen but does clot 
oxalated plasma. Staphylocoagulase is in itself incapable of 
clotting purified fibrinogen. When an accessory plasma factor, 
called coagulase globulin (CG), is added to staphylocoagulase 
a second agent, a thrombin-like substance called coagulase- 
thrombin (CT), is progessively formed which is able to clot 
purifie! fibrinogen. When the clotting times of plasma with 
increasing amounts of either staphylocoagulase or coagulase- 
thrombin are plotted against concentrations of the clotting 
agents, hyperbolic curves are obtained which are similar to 
those obtained with classic prothrombin or thrombin. Coagu- 
lase globulin appears to be distinct from the AcG of Seegers 
or the “V” factor of Owren. It appears to be more closely 
related to the “antihemophilic globulin” of Taylor and co-work- 
ers but is not identical with it, since coagulase globulin is 
obtainable from hemophilic blood as contrasted to antihemophilic 
globulin, which is not. The presence of coagulase globulin in 
thrombocytes could not be demonstrated. 


California Medicine, San Francisco 
71: 173-252 (Sept.) 1949 


F. E. Mohs.—p. 173. 


Chemosurgery in Cutaneous Malignancy. 
R. A. Koch, 


*Public Health Aspects of Lymphogranuloma Venereum. 

R. S. McDonald and M. S. Marshall.—p. 178. 

Safer Gastrectomy: 100 Consecutive Cases Without Mortality. L. A. 

Alesen, W. F. Quinn and N. L. Cardey.—p. 187. 

Management of Cord and Placental Blood and Its Effect Upon the New- 

born. A. M. McCausland, F. Holmes and W. R. Schumann.—p. 190. 
Bacterial Meningitis and Other Diseases Affecting the Meninges: Review 

ot 349 Cases. W. L. Cover.—p. 197. 

Pathology of Nodular Goiter. S. Lindsay.—p. 207. 
Therapeutic Problems of Non-Toxic Nodular Goiter. M. 

—p. 209. 
Hyperparathyroidism. J. C. Rooney.—p. 211. 

Public Health Aspects of Lymphogranuloma Ven- 
ereum.—Koch and associates state that in San Francisco 
between April 1943 and December 1947 Frei tests and comple- 
ment fixation tests for lymphogranuloma venereum were per- 
formed on all patients examined at the Women’s Jail Clinic 
and on all patients who had general symptoms referable to 
Veneical diseases at the San Francisco City Clinic. This pro- 
cedure has led to the discovery of a notably greater number of 
infections in San Francisco than has been reported in other 
Metropolitan seaports of the western United States. The 
authors describe the technic and discuss the reliability of the 
Frei test, for which they use an antigen (lygranum®) prepared 
from yolk sacs harvested from chicken embryos moribund or 
Fecently dead from infection with the virus of lymphogranuloma 
Yenereum and purified by selective centrifugation. The technic 
of the complement fixation test for lymphogranuloma venereum 
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is. similar to that of the Kolmer complement fixation test. 
Because it is less specific, the complement fixation test should 
not be used as an exclusion test. The possibility of a carrier 
state exists, especially in the female. It has been observed 
that female sex contacts of persons known to be infected are 
often clinically asymptomatic but show a positive response to 
the diagnostic tests. Diagnosis of the disease is essential, for 
the diminished use of sulfonamide drugs in the control of 
venereal disease increases the possibility of a carrier state of 
those in whom the disease is undiagnosed. Penicillin, which 
has largely replaced the sulfonamide compounds in the treatment 
of gonorrhea, has no therapeutic effect on lymphogranuloma 
venereum. Thus the disease may be untreated if undiagnosed. 
It is recommended that all male and female patients who have 
symptoms indicative of disease of the inguinal lymph nodes, or 
who are examined for genital clinical symptoms referable to 
a venereal disease should have a Frei test for lymphogranuloma 
venereum. 


Georgia Medical Association Journal, Atlanta 
38 : 365-422 (Sept.) 1949 
Diseases of Cervix. C. G. Collins, J. H. Collins, G. T. Schneider and 
J. R. Mighell.—p. 365. 
Normal Electrocardiogram and Anginal Syndrome. E. P. Roberts.—p. 372. 
Proper Selection of Digitalizing Drug. L. K. Levy.—p. 379. 
Petechiometer: Simple Method for Measuring Capillary Fragility. J. I. 
Weinberg.—p. 382. 
Use of Rice Diet in Hypertension: Preliminary Report of 25 Patients. 
W. H. Clark, R. E. Felder and J. W. Chambers.—p. 384. 
Time Factor in Testing for Visual Acuity Following Eye Injuries. 
J. Crawford and M. Lineback.—p. 391. 


Why I am Glad I Affiliated in Public Health Nursing. 
p. 394 


C. Knight. 


Iowa State Medical Society Journal, Des Moines 
39:417-460 (Sept.) 1949 


Pelvic Pain in Women. W. F. Mengert.—p. 417. 

Cutaneous Reactions to Some of the Antibiotic Drugs in Medicine. 
Barton.—p. 419. 

Lower Nephron Nephrosis. G. D. Jenkins.—p. 422. 

Intracapsular Cataract Extraction by Suction. J. H. McNamee.—p. 424. 

Late Cutaneous Relapse Following Rapid Treatment of Early Syphilis 
with Penicillin: Report of Case. R. G. Carney and T. R. McGowan. 
—p. 427. 


R. L. 


Journal of Experimental Medicine, New York 
90:181-272 (Sept.) 1949 

Murine Virus (JHM) Causing Disseminated Encephalomyelitis with 
Extensive Destruction of Myelin. F. S. Cheever, J. B. Daniels, A. M. 
Pappenheimer and O. T. Bailey.—p. 181. 

Experimental Disseminated Encephalomyelitis in White Mice. 
Olitsky and R. H. Yager.—p. 213. 

Sequences in Formation of Clots from Purified Bovine Fibrinogen and 
Thrombin: Study with Electron Microscope. K. R. Porter and C. 
Van Zandt Hawn.—p. 225. 

Relative Significance of Graded Immunizing and Challenge Doses in 
Measuring Potency of Vaccines: Study of Mouse Protection by 
Typhoid Vaccine. H. C. Batson.—p. 233. 

Studies on Bacteriophage: I. Relationship Between Somatic Antigens 
of Shigella Sonnei and Their Susceptibility to Bacterial Viruses. 
E. M. Miller and W. F. Goebel.—p. 255. 

Nephrotoxic Nephritis in Rats: Evidence for Glomerular Origin of 
Kidney Antigen. D. H. Solomon, J. W. Gardella, H. Fanger and 
others.—p. 267. 


P. K. 


Journal of Immunology, Baltimore 
62: 353-530 (Aug.) 1949. Partial Index 


Fundamental Notions in Estimation of Complement Fixation: I. General 
Relations and Proposed Uniform Notation. W. R. Thompson, C. E. 
Rice, E. Maltaner and F. Maltaner.—p. 353. 

Delayed Chronic Inflammatory Reaction at Antigen Depot in Guinea Pig, 
Effected by Systemic Sensitization. L. M. Kopeloff and N. Kopeloff. 
—p. 363. 

Relationship of Mengo Encephalomyelitis, Encephalomyocarditis, Columbia- 
SK and M. M. Viruses. G. W. A. Dick.—p. 375. 

Antibiotic Substance Produced by Member of Shigella Group. L. B. 
Fastier.—p. 399. 

Cold Hemagglutination Reactions with Influenza Virus. 
and W. F. Friedewald.—p. 415. 

Effect of Aureomycin upon Infections with Bacterium Tularense in 
Experimental Animals. C. L. Larson.—p. 425. 

Use of Ultraviolet Absorption Spectroscopy in Quantitative Precipitin 
Reaction. D. Gitlin —p. 437. 

Studies on Scrub Typhus (Tsutsugamushi Disease): IV. Heterogeneity of 
Strains of R. Tsutsugamushi as Demonstrated by Cross-Neutralization 
Tests. B. L. Bennett, J. E. Smadel and R. L. Gauld.—p. 453. 
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Journal of International College of Surgeons, Chicago 
12:599-772 (Sept.-Oct.) 1949. Partial Index 


"Gastric and Duodenal Ulcers and Their Complications: Treatment by 
Extensive Resection. H. Finsterer.—p. 599. 
Variations in Blood Supply of Supramesocolonic Organs. N. A. 
Michels.—-p. 625. 
Riddle of Peripheral Arterial Embolism. M. Iselin and R. H. de Balsac. 
—p. 628. 
Contribution to Sympathetic Pelvic Plexus Development. <A. Francese. 
p. 648. 
*Vagotomy in Treatment of Peptic Ulcer. S. Teneff.—p. 656. 
Radium Treatment of Prostatic Hypertrophy. R. Darget.—p. 666. 
Antagonistic Reflexes of Middle Meningeal and Ophthalmic Arteries: 
Influence on Cerebral Circulation and Cerebrospinal Fluid. A. Serra. 
p. 670 
Rare Tumors: Etiology and Localization: Report of 3 Cases. F. Arel. 
673. 
Contribution to Bone Surgery. B. Toker.—p. 675. 
Transplantation of Renal Calyces in Man: Technic and Results. G. 
Bohm.—p. 680. 
Surrounding and Suspending Ligature of Kidney. L. Carmona.—p. 685. 
Results of Transplantation of Ureter into Intestine. E. Mingazzini. 
p. 691 
Ureterosigmoidostomy in Cases of Serious Obstinate Cystitis., R. Grasso. 
P O94, 
Prostatic Hypertrophy. M. Verardi.—p. 697. 
Mesenteric Lymphadenopathies. F. Asencio.—p. 702. 
Megacolic Artificial Anus in Pathologic Segment-Hirschsprung’s Disease. 
F. S. Evrensel.—p. 705. 
Streptomycin in Surgical Therapy of Pulmonary Tuberculosis. J. H. 


Forsee » 707, 
Late Complications of Traumatic Dislocations of Hip Joint. N. Ratkdéczy. 
p. 728. 


Extensive Resection of Gastric and Duodenal Ulcers.— 
Finsterer performed the extensive two-third stomach resection 
on 8,230 patients with gastric or duodenal ulceration. There 
were 180 fatalities in 4,522 resections of uncomplicated gastric 
or duodenal ulcer carried out in the author’s ward in the Vienna 
General Hospital, a mortality rate of 3.9 per cent. The mor- 
tality rate was 2.6 per cent with 58 deaths in 2,191 resections 
performed by him in private hospitals. Five of 119 patients 
(4.2 per cent) died in whom resection for exclusion without 
pylorectomy was performed, while 7 of 51 (13.7 per cent) died 
in whom resection for exclusion with pylorectomy was done. 
Forty-eight of 614 patients (7.8 per cent) operated on for ulcer 
near the cardia died. Forty-four of these deaths occurred in 
426 patients in whom the ulcer had penetrated into the pancreas 
(a mortality rate of 10.3 per cent). Four of the 79 patients 
operated on according to Madlener’s method died, but 109 
patients whose ulcers had not penetrated into the pancreas 
were cured after an arch-shaped resection and a Billroth I 
anastomosis. Six of 165 patients (3.6 per cent) in whom resec- 
tion as an early operation was performed for acute profuse 
hemorrhage died; late operation was followed by 31 deaths in 
136 resections (22.8 per cent), mainly because of parenchyma- 
tous degeneration of the organs caused by anemia. Thirty-five 
of 293 patients (11.9 per cent) in whom radical operation was 
performed for uncomplicated gastrojejunal ulcer died. Twenty 
of 49 patients whose cases were complicated by hemorrhage 
or a colon fistula died. Permanent results were good after 
extensive resection. A follow-up of 244 patients with gastric 
ulcer operated on during the period 1916 to 1930 revealed that 
234 (95.8 per cent) were completely free from pain and only 
10 (4.2 per cent) had mild pain. Of 508 patients on whom 
resection was performed for duodenal ulcer, 481 were cured 
after six to twenty-one years, 10 were improved and 17 were 
failures. The ulcer which seems to be surgically incurable and 
which recurs despite several operations may be avoided by a 
renewed operation which eliminates the reasons for the recur- 
rences, which are a Y-shaped anastomosis, an enteroanastomosis 
added to the normal end to side anastomosis, and a stomach 
resection which is not sufficiently extensive to induce permanent 
anacidity. 

Vagotomy for Peptic Ulcer.—Teneff performed bilateral 
vagotomy on 70 patients, 16 with peptic ulcers, 44 with duodenal 
ulcers, 5 with ulcers of the new stoma and 5 with ulcers that 
did not heal after gastroenteroanastomosis. The immediate 
results in each case were satisfactory. There were no operative 
deaths. The postoperative period was uneventful. Two patients 
treated by bilateral vagotomy without gastroenterostomy had 
gastric retention and dilatation of the stomach. The condition 
was relieved by gastroenterostomy. Pain disappeared promptly 


in the remaining patients. They were free from pain through- 
out the follow-up period of three to twelve months. There was 
improvement in general condition and weight. There was a 
decided decrease in free hydrochloric acid and total acid after 
the operation. Dragstedt’s operation is the most efficient physi- 
ologic surgical treatment of peptic ulcer, because it is founded 
on the basis of physiopathologic conditions. The author prefers 
the abdominal diaphragmatic route, which, in addition to its 
minor operative risk, permits exploration of the stomach and 
execution of another procedure, usually gastroenterostomy but 
sometimes partial resection, as for a postanastomotic ulcer. 


Journal of Nervous and Mental Disease, New York 
110:93-184 (Aug.) 1949 


Frontal Lobotomy and Impairment of Abstract Attitude. K. Goldstein, 
—p. 93. 

Bvalustion of Lebotomy and Its Potentialities for Future Research in 
Psychiatry and Basic Sciences. L. C. Kolb.—p. 112. 

Non-Convulsive Biochemotherapy with Histamine; Preliminary Report on 
Treatment of Hospitalized Schizophrenic, Manic Depressive and 
Involutional Psychotics. A. M. Sackler, M. D. Sackler and R. R, 


Sackler.—p. 149. 


Journal of Neurosurgery, Springfield, Ill. 
6:351-438 (Sept.) 1949 


Sensory Pathways from Shoulder Joint. M. Wrete.—p. 351. 

*Restoration of Cerebral Function After Prolonged Cardiac Arrest. J. C. 
Fox Jr.—p. 361. 

Syringo-Encephalomyelia: Discussion of Related Syndromes and Patho 
logic Processes, with Report of Case. H. D. Kirgis and D. H. Echols. 
—p. 368. 

*Failure to Disclose Ruptured Intervertebral Disks in 32 Operations for 
Sciatica. D. H. Echols and F. C. Rehfeldt.—p. 376. 

Specific Epileptic Syndrome Favorably Affected by Lysis of Anomalous 
Pacchionian Granulations. J. E. Scarff.—p. 383. 

Craniostenosis with Notes on Modified Operation for Brachycephalic 
Form. D. Fairman and G. Horrax.—p. 388. 

Surgical Experiences with Acoustic Tumors. A. Givré and H. Olivecrona. 
—p. 396. 

Remembrance of Things Past. D. C. Elkin.—p. 408. 


Cerebral Function After Cardiac Arrest.—Fox reports 
reversible changes due to cerebral hypoxia during artificial 
maintenance of the circulation and respiration over a period 
of twenty-seven minutes of ventricular fibrillation in a boy aged 
7. The boy had a deep laceration of the right sole and was 
operated on under open drop ether anethesia induced with 
cyclopropane. The pulse suddenly stopped at the close of the 
operation. Heart sounds could not be heard, and respirations 
ceased. Cardiac massage was immediately started and con- 
tinued by intermittent compression of the heart against the 
sternum at a rate of 60 times per minute. The anesthetist 
maintained artificial respiration with the anesthetic machine 
and supplied pure oxygen to the lungs. Spontaneous respira- 
tions began fifteen minutes after the onset of cardiac arrest, 
while the heart was still being massaged but had shown no 
sign of contraction. Two intravenous injections of 1 per cent 
procaine hydrochloride were given, the first of 3 cc. eighteen 
minutes after cardiac arrest, the second of 2 cc. 26.5 minutes 
after cardiac arrest. Thirty seconds after this the heart stif- 
fened beneath the massaging fingers and began to contract spon- 
taneously. After two minutes of irregular contraction there 
developed a rapid, strong, regular pulse. The child was aroused 
from coma ten hours after resuscitation. Two hours later his first 
words were spoken, but he remained semi-conscious with altet- 
nating fixed stare and roving movements of the eyes. He was 
restless, mentally confused and irritable. Neurologic survey 
showed full visual fields to confrontation tests, faulty ocular 
fixation with apparent loss of visual acuity, clumsiness of the 
hands associated with bilateral astereognosis. Progressive 
recovery took place during the twenty-six days of postoperative 
stay in the hospital. The prolonged loss of visual acuity and 
the severe astereognosis indicate that the visual and sensory 
cortex were particularly vulnerable to the injurious anoxite 
effects. Complete recovery is evidence of reversibility of the 
cerebral changes resulting from prolonged hypoxia. © 
clinical and experimental data support the concept of a gradient 
of susceptibility as the neuraxis is descended from cere 
cortex to spinal cord. If the cardiac arrest due to ventri 
fibrillation is promptly and effectively handled, and the heat 
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survives, it is unlikely tuat the brain of that person will suffer 
irreparable damage from the degree of hypoxia occurring dur- 
ing the period of resuscitation. 


Negative Explorations for Ruptured Disks.—Echols and 
Rehfeldt operated on 32 patients with sciatica, 25 men and 7 
women between the ages of 27 and 65. In 18 of the 32 patients 
an adequate explanation for the sciatica was demonstrated at 
operation. There were 8 cases of bulging disk, 4 cases in 
which the root was adherent to the disk, 4 cases of root com- 
pression by hypertrophy of bone, and 1 case each of spondy- 
jolisthesis and congenital malformation of the dural sac. It is 
possible that the apparent pathologic condition in a few of these 
18 cases Of miscellaneous lesions was not the actual cause of the 
sciatic pain, but the finding of pathologic lesions other than disk 
nodules and free fragments of cartilage does not necessarily 
give a poor prognosis, for 14 of the 18 patients are working 
full time, even though they may not be free of pain in the back 
and leg. No pathologic condition could be demonstrated at 
operation in the remaining 14 patients. A possible explanation 
for the sciatica could be postulated in only 7 of the 14 in whom 
exploratory operation failed to reveal the cause. The average 
follow-up period was sixty months. The results in this group 
were classified as excellent in 6 cases, satisfactory in 2 and 
unsatis‘actory in 6. Every candidate for operation on a lumbar 
disk s! ould have a complete orthopedic investigation before the 
operation is discussed with the patient. Myelography should 
be per‘ormed in every case in which there is doubt as to the 
diagno-is of ruptured disk. Spinal fusion should not be done 
at the time when the disk is removed. Exploration of the 
intervertebral foramen should be performed when no pathologic 
conditi.n is observed within the spinal canal. Section of one 


or more sensory roots should be seriously considered in every 
case i) Which exploration does not disclose a ruptured risk. 


Journal of Pediatrics, St. Louis 
35:275-400 (Sept.) 1949 


Effect .f Specific Therapy on Common Contagious Diseases: Presiden- 
tial Address. J. V. Cooke.—p. 275. ; 
Choricrctinopathy Associated with Other Evidence of Cerebral Damage in 
Chilihood: Syndrome of Unknown Etiology Separable from Congeni- 

tal Toxoplasmosis. A. B. Sabin and H. A. Feldman.—p. 296. 

Developmental Aspect of Child Vision. A. Gesell.—p. 310. 

*Revasclarization of Brain Through Establishment of Cervical Arterio- 
venous Fistula: Effects in Children with Mental Retardation and 
Convulsive Disorders. C. S. Beck, C. F. McKhann and W. D. Belnap. 
—p. 317. 

Action of Aureomycin, of Polymyxin B, and of Streptomycin in Experi- 
mental Murine Pertussis. W. Bradford and E. Day.—p. 330. 

Heredopathia Atactica Polyneuritiformis in Children: Preliminary Com- 
munication. S. Refsum, L. Salemonsen and M. Skatvedt.—p. 335. 

Adrenocortical Insufficiency in Infants with Adrenogenital Syndrome: 
Clinical and Pathologic Study of 4 Cases. W. W. Zuelzer and A. 
Blum Jr.—p. 344. 

Simultaneous Capillary and Venous Hemoglobin Determinations in New- 
born Infant. L. O6cttinger Jr. and W. B. Mills.—p. 362. 

Small Lowel Obstruction in Infancy and Childhood: Radiologic Inter- 
pretation. C. Storch, B. Redner and R. D. Turin.—p. 366. 
Revascularization of the Brain Through Cervical 

Arteriovenous Fistula.—Beck and his associates point out 

that mental retardation, convulsive disorders and sensory motor 

impairment are among the most common of pediatric problems. 

The gliosis characteristic of these conditions has been found to 

interfere with the blood supply to cerebral tissue. They have 

attempted correction of the deficiency in circulation by produc- 
ton of an anastomosis between the common carotid artery 
and the internal jugular vein, resulting in a redistribution and 
merease of blood flow to the brain. Eleven patients have been 
subjected to this procedure. Ten were children, ranging in age 
ll months to 14 years, who had mental retardation with 

or without a convulsive disorder. The eleventh was a 38 year 
old adult with mental deterioration and left hemiplegia. The 
authors present the histories of 4 of the 11 patients. Although 
postoperative follow-up is limited to one, three and five 
months, benefit has been obvious. The remaining 7 patients 

Were operated on just prior to the writing of this report and, 

therefore, their progress could not be evaluated. The authors 

believe this procedure represents the first successful attempt 

* correction of mental retardation on an organic basis. Com- 

dlete restoration of normal function cannot be anticipated, but 
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some return of function in the remaining viable neuronal tissue 
can be expected. The operation has proved safe. No difficulty 
has been encountered in reference to pulsating exophthalmos, 
increased intracranial pressure or cardiac hypertrophy. The 
fistula could be closed should untoward results appear. The 
procedure is to be considered as a new approach to a problem 
rather than as an acceptable and complete solution. 


Journal of Urology, Baltimore 
62:267-402 (Sept.) 1949. Partial Index 


Chronic Paratyphoid Pyelonephritis Cured by Nephrectomy: Report of 
Case with Trial of Streptomycin. F.C. McLellan and H. J. Brezing. 
267. 

Trocar Nephrostomy. G. Schinagel.—p. 286. 

Liposarcoma of Kidney: Report of Early Case. B. Newman and T. Reed. 
—p. 292. 

Wilms’ Tumor: Review of Five Year Survivals in Literature and Report 
of 2 Cases. H. Q. Gahagan and H. M. Yearwood.—p. 295. 

Clinical Use of Urecholine in Dysfunctions of Bladder: Preliminary 
Report. L. W. Lee.—p. 300. 

Cystitis: Classification and Treatment; Discussion of Type Occurring 
After Transurethral Resection. C. P. Mathé.—p. 308. 

Primary Lymphosarcoma of Urinary Bladder. C. C. Higgins.—p. 317. 

Status of Irrigating Fluids for Transurethral Resection: Experience and 
Survey of Use of Various Solutions. G. L. Garske, O. C. Phares and 
T. H. Sweetser.—p. 322. 

Priapism: Unusual Complication of Transurethral Prostatic Resection. 
G. Aaron and M. A. Robbins.—p. 328. 

Bone Marrow Studies in Carcinoma of Prostate. E. P. Alyea and R. W. 
Rundles.—p. 332. 

Total Prostatovesiculectomy—Retropubic Approach. J. Memmelaar.—p. 340. 

“Idiopathic (Schénlein) Purpura Associated with Hematuria. J. A. 
Lazarus.—p. 354. 

Medical Management of Premature Ejaculation. L. Aycock.—p. 361. 

Inflammatory Reactions Involving Sperm and Seminiferous Tubules: 
Extravasation, Spermatic Granulomas and Granulomatous Orchitis. 
N. B. Friedman and G. L. Garske.—-p. 363. 

Fatal Embolism Following Urethrography. H. Gaudin.—p. 375. 

New Cystoscope for Dilatation Purposes. S. A. Vest.—p. 378. 
Retropubic Approach for Prostatovesiculectomy.— 

According to Memmelaar there is to date no generally accepted 
urologic procedure for radical treatment of carcinoma of the 
bladder or prostate which approaches the Wertheim operation 
for carcinoma of the cervix. The retropubic approach offers a 
relatively facile method of performing a total prostatovesicu- 
lectomy and removing malignant metastases related to the pelvic 
vessels. He describes and illustrates the technic for the retro- 
pubic approach and shows that it compares favorably with the 
enucleative operations. Since his initial experience with this 
approach in November 1947 approximately 30 patients with 
similar carcinomas have been subjected to this operation. To 
date all patients are living. The retropubic approach is desirable 
because it is more familiar to the average urologic surgeon 
than the perineal route. It permits a relatively facile and more 
definitive method of treating carcinoma of the prostate. The 
morbidity compares favorably with that for other prostatic 
operations. Although stress incontinence occurs in certain 
patients, it has disappeared in all after a relatively short period. 
In certain proportion of patients there develops a moderate 
degree of contracture of the bladder neck, but thus far they 
have responded without difficulty to the usual dilations. 

Idiopathic Purpura Associated with Hematuria.—Laz- 

arus reports a man aged 18, who had had four episodes of 
painless hematuria during the past four years accompanied by 
low backache, pain in the right loin and thigh, and subcon- 
junctival hemorrhages. Each attack persisted approximately 
fourteen days and then subsided for intervals of six to twelve 
months. He was completely asymptomatic during intervals. In 
view of the absence of a primary lesion in the urogenital tract 
or of alterations in the hemopoietic system or blood-clotting 
mechanism, and because of arthralgia affecting several joints, 
the diagnosis was Schénlein’s purpura with hematuria as one 
of the outstanding manifestations. Idiopathic purpura is a 
recurrent clinical entity, usually occurring in children and 
young adults and characterized by purpura associated with joint 
or visceral symptoms due to exudation of plasma and blood 
elements into the tissues. It is not accompanied with changes 
in the blood. When the predominant changes occur in the skin 
or conjunctivae the condition is called purpura simplex. Henoch’s 
purpura is the term applied to the clinical complex in which 
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visceral symptoms predominate. Purpura associated with joint 
or muscle symptoms is called Schénlein’s purpura. Hematuria 
may occur as a secondary or dominant symptom in any of the 
previously mentioned syndromes. Allergy tests in the afore- 
mentioned patient revealed sensitivity to rice, wheat, veal, 
chocolate, nuts, raw vegetables and fruit. Removal of these 
foods resulted in a prompt and complete abatement of all symp- 
toms. The author ascribes the paucity of reports on this condition 
in the urologic literature to the fact that the majority of the 
patients come within the province of the internist, because of 
prevalence of symptoms other than hematuria. In some patients 
hematuria constitutes the chief symptom of the disorder. Failure 
to recognize the true nature of the disorder may lead to unnec- 
essary and hazardous surgical procedures. Because many patients 
afflicted with this condition are allergic, appropriate skin tests 
must be made to ascertain the foods to which they are sensitive. 
\larming hematuria may at times be stopped temporarily by 
the intravenous use of 5 to 10 cc. of a 1 per cent solution of 
congo red. The treatment of visceral and cutaneous manifesta- 
tions must be along symptomatic lines. 


Michigan State Medical Society Journal, Lansing 
48 :953-1080 (Aug.) 1949 

Evaluation of Cardiac Patient as Surgical or Obstetrical Risk. I. D. 
Fagin.—p. 985 

Rhinoplasty and Nasal Respiration. E. J. Levitt.—p. 992. 

Tennis Elbow. L. L. Swenson.—p. 997. 

Venous Thrombosis and Pulmonary Embolism: Prophylaxis, Diagnosis 
and Treatment. R. R. Linton.—p. 999. 

Surgery of Portal Hypertension: Portacaval Shunts and Two-Stage 
Method in Poor-Risk Patient. R. R. Linton and I. B. Hardy Jr. 

p. 1005 
Arteriovenous Shunts for Revascularization of Ischemic Limbs. P. Jor- 


dan.——-p. 1011 
Office Treatment of Lesions of Cervix. H. A. Ott.—p. 1013. 
(ood Psychiatry is Good Medicine. C. C. Burlingame.—p. 1019. 
Methyl Testosterone for Migraine of Women. R. C. Moehlig and R. A. 
Gerisch.—p. 1025. 
Rationale Therapy of Allergic Disease. W. Appel.—p. 1029. 
Mesenteric Vascular Occlusion. R. E. Johnson.—p. 1032. 


48:1081-1200 (Sept.) 1949 


Rheumatic Fever and Rheumatic Heart Disease in Children: Diagnosis 
and Treatment. L. M. Taran.—p. 1121. 
*Group A Streptococcal Infections and Rheumatic Fever. S. Rothbard. 


—p. 1126 
Physician and Community Action for Rheumatic Fever. G. M. Wheatley. 


» 1128 
Surgical Management of Peptic Ulcer. C. S. Kennedy.—p. 1133. 
Public Health and Private Physician. A. E. Heustis.—p. 1137. 

New Trends in Treatment of Allergic Diseases. G. L. Waldbott.—p. 1140. 
Anesthesia—-Weakest Link in Surgical Procedure. I. B. Taylor.—p. 1144. 
X-Ray Diagnosis in Pediatrics. W. A. Evans.—p. 1148. 
Adenocarcinoma of Fundus Uteri. C. S. Stevenson.—p. 1151. 
Systemic Bacitracin in Surgical Infections. F. L. Meleney.—p. 1154. 
Practical Uses of Physical Medicine. F. H. Krusen.—p. 1156. 
Cancer Research. H. S. N. Greene.—p. 1161. 
Importance of Preoperative Preparation of Patient in Surgery of Colon. 
L. S. Fallis.—p. 1162. 
Political Socio-Economic Problems. L. H. Schriver.—p. 1165. 
Care and Treatment of Psychotic Patient. O. R. Yoder.—p. 1166. 
Streptococcic Infections and Rheumatic Fever.—Roth- 
bard studied 153 rheumatic and nonrheumatic patients who 
suffered 169 definite hemolytic streptococcic upper respiratory 
tract infections over a period of years. Group A streptococci 
caused 162 of these infections, group C, 6 and group G, 1. Of 
these infections 102 were uncomplicated, 29 were followed by 
purulent complications and 38 were followed by rheumatic 
fever, including 4 with purulent complications. Rheumatic 
recurrences developed seventeen times as a result of 54 strepto- 
coccic infections in 39 previously rheumatic patients. Primary 
attacks of rheumatic fever resulted from 21 of the 115 strepto- 
coccic infections suffered by 114 previously nonrheumatic 
patients. Rheumatic manifestations followed only those upper 
respiratory infections due to group A hemolytic streptococci. 
None of the 7 infections due to streptococci of group C and G 
had rheumatic sequelae, although 5 of these occurred in patients 
who had had rheumatic fever. Many of the rheumatic patients 
suffered a number of nonstreptococcic diseases, but in no 
instance was rheumatic fever observed following them. The 
rheumatic fever patients showed rises in antistreptolysin: 0, 
antifibrinolysin and typespecific antibodies more frequently than 
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patients who developed purulent complications or those who 
made uneventful recoveries. This is added evidence that these 
group A streptococcic infections are closely related to rheumatic 
fever. Marked changes from the normal serum protein pattern 
were observed in both the rheumatic and nonrheumatic patients, 
but these abnormalities were more prolonged in the rheumatic 
patients. Nineteen of 110 young adult patients with scarlet 
fever developed pronounced electrocardiographic abnormalities 
similar to those seen in patients with active rheumatic fever: 
8 of them had definite attacks of acute rheumatic fever: 4 
developed mild and transitory rheumatic-like signs and symp- 
toms, and 7 had no symptoms of rheumatic fever. The differ- 
ence in these 3 groups was one of intensity, but all suffered 
from the same tissue injury that is characteristic of rheumatic 
fever. Although no adequate explanation of the exact part 
played by group A streptococci in initiating rheumatic fever 
is available, the established fact should not be overlooked that 
such potentially malignant diseases as scarlet fever, strepto- 
coccic tonsillitis and pharyngitis act as precursors of rheumatic 
fever. 
Nebraska State Medical Journal, Lincoln 
34:277-308 (Aug.) 1949 
Surgical Principles in Care of the Severiy Burned. C. W. McLaughlin 
Jr. and R. M. Cochran.—p. 280. 
Expanded Program of Nebraska State Medical Association. F. Rogers. 
—p. 290. 
Brucella Suis Treated Successfully with Streptomycin. D. T. Kelley. 


—p. 299. 
34: 309-340 (Sept.) 1949 
Medicine and Destiny March Hand in Hand. P. G. Ludwick.—p. 312. 
Management of Massive Bleeding from Peptic Ulcers. E. B. Reed. 
p. 3l4. 
Side Effects of Antihistamine Drugs. M. H. Brodkey.—p. 317. 
Routine Exploration of Common Duct Following Cholecystectomy for 
Cholelithiasis. S. J. Carnazzo, S. T. Mangimelli and D. S. Roccaforte. 
—p. 320. 
Differential Diagnosis of Acute Abdominal Conditions. W. P. Kleitsch. 
p. 322. 
False Fear of Disc Surgery. K. W. Sheldon.—p. 326. 
Post-Resection Reconstruction of Thoracic Esophagus. S. E. Potter. 
—p. 329. 


New England Journal of Medicine, Boston 
241: 351-394 (Sept. 8) 1949 
The Professions in the Society of Today. R. Pound.—p. 351. 
Pseudomyxoma Peritonei Associated with Cholesterosis. C. G. Tedeschi, 
E. A. Gaston and E. A. Brown.—p. 357. 
Ventricular Strain and Ventricular Hypertrophy. D. Littmann.—p. 363. 
*Conditioned-Reflex. Treatment of Alcoholism: I. Its Rationale and 
Technic. J. Thimann.—p. 368. 
Resuscitation. S. C. Wiggin, P. Saunders and G. A. Small.—p. 370. 
Portal Cirrhosis of Liver, Postnecrotic Type.—p. 378. 
Severe Pyelonephritis, B. Pyocyaneus.—p. 381. 


241 : 395-434 (Sept. 15) 1949 

Spontaneous Perforation of Esophagus: Report of 3 Cases Successfully 
Treated Surgically. J. P. Lynch.—p. 395. 

Hyperparathyroidism with Nephrolithiasis: Report of Case with Para 
thyroid Tumor Located Within the Thymus. M. Abrams, A. M. Ruten- 
brug, M. F. Lesses and S. L. Gargill.—p. 401. 

Conditioned-Reflex Treatment of Alcoholism: II. Risks of Its Appli- 
cation, Its Indications, Contraindications and Psychotherapeutic Aspects. 
J. Thimann.—p. 406. 

Management of Abnormal Uterine Bleeding. G. V. S. Smith.—p. 410. 

Resuscitation. S. C. Wiggin, P. Saunders and G. A. Small.—p. 413. _ 

Portal Cirrhosis of Liver, Alcoholic Type. Esophageal and Gastric 
Varices, with Ulceration and Hemorrhage into Gastrointestinal Tract. 


-~p. 420. 
Conenaiaal Defect of Mesentery, with Volvulus and Perforation of Ileum. 

—p. 423. 

Conditioned Reflex Treatment of Alcoholism— 
Thimann discusses the rationale and technic of the conditioned 
reflex therapy of alcoholism, which was begun at his hospital 
seven years ago. The treatments are given in the morning, 
because patients react better when fasting and rested. The 
preliminary medication consists of 10 to 20 mg. of amphetamme 
sulfate and 1 mg. of strychnine sulfate followed by a capsule 
containing 0.06 to 0.15 Gm. of emetine hydrochloride with 1 te 
3 glasses of tepid water. Simultaneously, 0.05 to 0.15 Gm. 
of emetine hydrochloride is administered hypodermically. These 
dosages are easily obtained from a 7.2 per cent solution 
emetine hydrochloride supplemented with 1 per cent pilo- 
carpine hydrochloride and 4.8 per-cent ephedrine sulfate. 
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this solution, 0.6 cc. contains 50 mg. of emetine hydrochloride. 
Immediately prior to the expected emesis the patient is exposed 
to the sight, smell and taste of the alcoholic beverages that 
he preferred when on a spell of drinking. The drinks are 
offered in undiluted form (“straight”) and in the usual dilu- 
tions (“highballs”). These sessions last twenty to thirty min- 
utes and are repeated daily for five or six days. They are 
followed by. six or seven preventive one-day treatments, 
so-called reinforcements, given at intervals ranging from four 
to twelve weeks. Thus, the application of the initial series 
together with the reinforcements takes approximately a year. 
Some patients later request reinforcing treatments. Experience 
is required to apply the treatment safely and efficiently. Cau- 
tion is indicated because of the great range and variety of the 
patient's reaction to the conditioned and unconditioned stimuli, 
innumerable imponderable factors decisive for the success or 
failure of the treatment, and the narrow margin between 
underdosage and overdosage. 


241:435-472 (Sept. 22) 1949 
Accidents in Massachusetts: Study in Epidemiology of Trauma. 
L. Roberts and J. E. Gordon.—p. 435. 
Needs for Inpatient Care and Treatment of Mentally Ill Children in 
Commonwealth of Massachusetts. T. P. Krush.—p. 441. 
Public-Health Heart Program—First Report. E. E. Kattwinkel, V. A. 
Getting, E. M. Morris and others.—p. 446. 
lation of Cavity to Development of Streptomycin-Resistant Tubercle 
ili in Pulmonary Tuberculosis. R. S. Mitchell.—p. 450. 
Health Services in Massachusetts. J. M. Baty and L. Snedeker. 
454. 
itic Heart Disease, with Mitral Stenosis. Multiple Pulmonary 
wlism and Infarction, Massive, Old and Recent. Cardiac Hyper- 
hy, Right Ventricle (Cor Pulmonale). Massive Mural Thrombus, 
t Auricle, Obliterating Mitral Valve and Extending into Pulmonary 
p. 462. 
inal Abcess. Generalized Peritonitis.—p. 465. 


Streptomycin Resistance in Pulmonary Tuberculosis.— 
Mitchell treated 116 patients with active pulmonary tuberculosis 
with streptomycin at Trudeau Sanatorium. The daily dose 
varie) from 0.5 to 2 Gm. per day, but was usually 1 Gm. per 
day. The drug was given in two daily intramuscular injections 
at twelve hour intervals. Positive sputum or gastric cultures 
were obtained from 100 of the 116 patients at some time after 
streptomycin therapy was completed. In these 100 cases in 
vitro resistance to the drug developed as follows: in 20 of 51 
patients with pretreatment roentgenographic evidence of cavity 
in whom no satisfactory collapse measure was applied coin- 
cidentally ; in 3 of 29 patients without cavity before therapy, and 
in 2 of 20 patients with cavity before therapy but with a coin- 
cident satisfactory collapse measure. The mechanism of strep- 
tomycin resistance is not clear. The amount of caseation may 
have an important bearing on the phenomenon. Resistance is 
theoretically more likely to develop when bacilli are exposed 
to low concentrations of the drug. Such a low concentration 
could be due either to the impaired blood supply in caseous tis- 
sue or to the presence of excessive numbers of bacilli, or to 
both. Careful selection of cases in which drug resistance is 
most unlikely to develop may significantly reduce the risk of 
drug resistance in chronic pulmonary tuberculosis. Coincident 
utilization of the mechanical effects of collapse and the immuno- 
logic benefits of streptomycin should be seriously considered. 


New Jersey Medical Society Journal, Trenton 
46: 413-458 (Sept.) 1949 


Diagnostic Problems of Poliomyelitis in Children. H. Simon, E. L. 
Smith and H. O. Bell.—p. 416. 

sporotrichosis, M. H. Holland and D. A. Mauriello.—p. 419. 

Non-Surgical Orthopedic Management of Rheumatoid Arthritis. D. E. 
Kavanaugh.—p. 421. 

Toxic Reaction to Streptomycin. H. Halprin, F. Turner, E. Davidson 
and P. Tucci.—p. 425. 

Psychiatry in Relation to Obstetrics. L. J. Thompson.—p. 427. 

Tendon Sheath Involvement in Rheumatic Diseases. I. L. Sperling. 
—p. 430. 

Post-Spinal Headache: Treatment with Desoxycorticosterone Actate. 
N. Asbell.—p. 433. 

Convalescent Care of Rheumatic Fever in Home. A. D. Dennison Jr. 
—p. 437. 

Dermatitis Herpetiformis: Report of 2 Cases im Children Treated with 
Aureomycin. M. H. Saffron.—p. 440. 

Surgery of Gall Bladder and Bile Ducts: Report of 975 Cases. M. 
Danzis.—p. 442. 
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New York State Journal of Medicine, New York 
49 : 2095-2222 (Sept. 15) 1949 

Recent Developments in Physiologic Study of Patients with Chest Dis- 
eases. R. A. Bruce, F. W. Lovejoy Jr., P. N. G. Yu and others. 
—p. 2133. 

*Encephalitis in Children with Electroencephalographic Changes. B. M. 
Shinners, R. F. Krauss and B. Rochester.—-p. 2140. 

Cerebrospinal Fluid Examination in Diagnosis of Multiple Sclerosis. 
T. J. C. von Storch, A. H. Harris and T. Lawyer Jr.—p. 2145. 
Neuritis and Neuronapathy in Industrial Medicine. O. C. Perkins. 
—p. 2149. 

Cerebral Apoplexy: Mechanism and Differential Diagnosis. H. M. 
Zimmerman.—p. 2153. 

Rate of Erythrocyte Regeneration in Pernicious Anemia. G. W. Clark. 
—p. 2158. 

Sympathectomy in Treatment of Certain Vascular Lesions with Report 
on Its Use in Post-Thrombotic Syndrome. G. H. Pratt.—p. 2161. 

Torsion of Appendices Epiploicae. P. Ladin.—p. 2168. 

Neuropsychiatric Diagnosis. N. Bigelow.—p. 2172. 

Use of Red Blood Cell Paste in Treatment of Chronic Leg Ulcers 
W. C. L. Diefenbach.—p. 2174. 

Penicillin in Cardiovascular Syphilis. H. I. Russek, F. P. Nicholson 
and B. L. Zohman.—p. 2176. 


Encephalitis in Children —Shinners and co-workers report 
5 children, 3 boys and 2 girls between the ages of 22 months and 
8 years, with encephalitis. The condition was associated in 4 
of the patients with common diseases of childhood, namely, 
measles, mumps, chickenpox and herpes simplex. In 1 case 
the encephalitis could not be related to any known preceding 
contagious disease. The electroencephalograms of these 5 
children showed pronounced electrical abnormalities of brain 
activity, associated at times with a varied clinical picture. Dur- 
ing the acute encephalitis high voltage 1 to 3 per second wave 
activity was present. These brain electrical potentials usually 
improved as the clinical state of the patient improved, but some 
of the wave abnormalities persisted. They may persist indefi- 
nitely and may produce future convulsive activity and behavior 
problems. Childhood diseases can produce permanent cerebral 
damage. Many cases of the so-called idiopathic epilepsy may 
be the result of an early, simple childhood disease. 


North Carolina Medical Journal, Winston-Salem 
10: 393-468 (Aug.) 1949 


Century and Half of Medicine in North Carolina. W. de B. MacNider 
and H. A. Royster.—p. 393. 

Thumbnail Sketches of Eminent Physicians: Sir William Osler. C. D. 
Leake.—p. 398. 

Pediatrics, Springfield, Ill. 
4:269-390 (Sept.) 1949 

Current Trends in Hematology. W. W. Zuelzer.—p. 269. 

Clinical Concept of Poliomyelitis. E. B. Shaw and H. E. Thelander. 
—p. 277. 

Balance and Electrocardiographic Studies in Child with Potassium Defi- 
ciency. W. M. Wallace and F. C. Moll.—p. 287. 

Rupture of Spleen in Erythroblastotic Infant. E. L. Slotkowski and 
A. M. Hand.—p. 296. 

Dynamics of Circulation in Infantile Malnutrition. E. Kerpel-Fronius 
and F. Varga.—p. 301. 

Psychologic Aspects of Poliomyelitis. M. A. Seidenfeld.—p. 309, 

*Influenzal Meningitis; Recovery of Case of Four Weeks’ Duration with 
Use of New Drug, Polymyxin B (Aerosporin). B. M. Kagan.—p. 319. 

*Pulmonary Tuberculosis in Children Treated with Streptomycin. E. T. 
McEnery, H. C. Sweany and G. C. Turner.—p. 323. 

Acute Pulmonary Aspergillosis: Report of Case. A. J. Hertzog, T. S. 
Smith and M. Goblin.—p. 331. 

Influenzal Vaccination in Infants and Children. M. G. Peterman and 
V. Kores.—p. 337. 

Management of Intrathoracic Nerve Tumors in Young Children: Report 
of 4 Cases. J. C. Jones and D. B. Effier.—p. 342. 

Nevoxantho-Endothelioma with Ocular Involvement. H. Blank, P. G. 
Eglick and H. Beerman.—p. 349. 

Bronchiectasis in Childhood: III. Prophylaxis, Treatment and Progress 
with Follow-Up Study of 202 Cases of Established Bronchiectasis. 
C. E. Field—p. 355. 


Polymyxin B in Influenzal Meningitis.—Kagan reports 
1 male infant aged 13 months with influenzal meningitis. The 
diagnosis was made early, and streptomycin and sulfadiazine 
were administered in large doses. After two weeks, when 
progress was unsatisfactory, the infant was given Alexander's 
specific rabbit anti-influenzal serum in addition to continued 
treatment with streptomycin and sulfadiazine. The medica- 
ments were discontinued after four weeks when a fatal termina- 
tion seemed inevitable. A new antibiotic, polymyxin B 
hydrochloride (aerosporin) was then administered. Seven milli- 
grams (70,000 units) in 1 cc. isotonic solution of sodium chloride 


A. 
50 

| 
10 

se 
‘ic 

m 
ts, 

Hic 
let 

es 

5 

4 
p- 

ed 
tic 

er 
lat 
tic 

| 
ers. 

ley. 
eed. xe 

for 
rte. 
sch. 

ully d 

ara- 

iten- 

ppli- 
ects. 

stric 

ract. 

ital 

ing, 

une ty 

| to 

Gm. 

nese 

of 

vilo- 
Of 


368 CURRENT 


was given intramuscularly every four hours. The first day of this 
treatment 1 mg. (10,000 units) in 0.5 cc. isotonic solution of 
sodium chloride was given intrathecally as well, and 3.5 mg. 
(35,000 units) of the drug was given by this route on the fol- 
lowing days. On the fourth day the child seemed to be more 
toxic, but improvement thereafter was rapid and there were 
no other symptoms or signs of toxicity which might be attrib- 
uted to the polymyxin. The drug was discontinued after six 
days of administration. The infecting strain of Hemophilus 
influenzal type B was resistant in vitro to 80 units of strepto- 
mycin and partially inhibited by sulfadiazine, but was sensitive 
to 0.43 units per cubic centimeter of polymyxin B hydrochlo- 
Reexamination of the patient three months later revealed 
was functioning intellectually on a low normal level 
for his age. There were no neurologic or other physical defects. 

Streptomycin in Pulmonary Tuberculosis.—McEnery 
and co-workers treated 21 children, 8 boys and 13 girls between 
the ages of 8 months and 13 years, 18 with primary progressive 
tuberculosis and 3 with adult type of pulmonary tuberculosis, 
with streptomycin. The majority of the patients were given 
0.5 Gm. of the drug in divided doses, twice daily for one hundred 
twenty days. The dose later was decreased to 0.3 Gm. once 
daily, and the duration of the treatment to ninety days. The 
use of streptomycin in the treatment of children with primary 
progressive tuberculosis has uniformly lessened and in most 
cases obliterated the toxic manifestations of the disease and has 
reversed the general downward clinical course of the disease. 
The physical signs improved, and roentgenologic changes fol- 
lowed the clinical and physical improvement. Conversion of 
sputum from positive to negative was completed in four to five 
months in 16 of the 18 patients with primary progressive lesions. 
he groups of 3 patients with the adult type of pulmonary 
tuberculosis was too small to be statistically significant, but from 
the observations on these children it is believed that the results 
were similar to those in chronic pulmonary tuberculosis in 
adults treated with streptomycin. Two of the patients were 
only temporarily improved. One of these died, and the other is 
terminal stage of the The third child is 
Streptomycin therapy should not 


ride. 
that he 


now in a disease. 
awaiting surgical treatment. 
be considered a cure-all; it is still in the experimental stage, 
and a larger number of cases will have to be observed over a 


longer period of time 


Pennsylvania Medical Journal, Harrisburg 
§2:1161-1320 (Aug.) 1949 
Dilemma of Otolaryngology. L. G. Richards.—-p. 1177. 
Pelvic Infection—Present Status of Treatment. M. DeW. Pettit.—p. 1183. 
Recent Trends in Enucleation: Modern Implants and Prostheses. B. F. 
Souders.—p. 1188. 
Retropubic Prostatectomy: Critical Evaluation 
Prostate A. F. Kaminsky.—p. 1192 
Psychosomatic Aspects of Nutritional Therapy. 


of Newest Approach to 


H. T. Kelly.—p. 1198. 


Philippine Medical Association Journal, Manila 
25: 333-374 (July) 1949 


lhoracoplasty in Pulmonary Tuberculosis in Philippines. G. 


and R. Intengan.—p. 
Nutrition from Standpoint of Medical Practitioner. I. Concepcion.—p. 343. 


R. Hebron 


Malaria Problem in Philippines Today. F. J. Dy.—p. 347. 
Occupational Gasoline Poisoning (Report of 2 Acute Fatal Poisonings). 
G. D. Dizon and L. Pardo.—p. 351. 
Recent Trends of Psychiatry in America. P. C. Bautista.—p. 361. 


Proc. Staff Meet. Mayo Clinic, Rochester, Minn. 
24:477-500 (Sept. 14) 1949 

"New Drug in Treatment of Radiation Sickness. J. 
Tillisch and W. C. Popp.—p. 477. 

Treatment of Adults for Epilepsy: I. Toxic Effect of 3-Methyl 5-5- 
Phenylethylhydantoin. A. A. Bailey and R. E. Worden.—p. 483. 

Id.: II. General Principles. A. A. Bailey.—p. 486. 

Studies on Influence of Streptomycin and Other Antibiotic Agents on 
Some Enzymes of Mycobacterium Smegmatis. E. A. Zeller, C. A. 
Owen Jr. and A. G. Karlson.—p. 490. 

Cardiac Clinics: CXXX. Myocardial Disease in Acute Poliomyelitis. 
R. J. Boucek, A. A. Bailey, H. B. Burchell and J. E. Edwards. 

~p. 495. 


New Drug in Treatment of Radiation Sickness.—Beeler 
and co-workers treated 82 patients with radiation sickness as 
a complicating factor during irradiation treatment for malignant 
conditions, by oral administration of dimenhydrinate (beta- 


W. Beeler, J. H. 
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dimethylaminoethyl benzohydryl ether 8-chlorotheophyllinate, 
dramamine). A control series of 23 patients with radiation 
sickness believing that the therapeutic drug was being admin- 
istered, were given placebos. The parallelism between the las- 
situde, nausea, vomiting, anorexia and malaise of seasickness 
and airsickness and those of radiation sickness suggested a trial 
with dimenhydrinate. The dosage was varied in the beginning 
of the series to determine the most effective therapeutic plan. 
Maximal effectiveness was obtained when 100 mg. of dimen- 
hydrinate was given thirty to sixty minutes before irradiation 
treatment and the dose was repeated one and one-half hours 
after treatment and again in three hours, making a total of 300 
mg. of the drug. Some patients required a total dose of only 
200 mg., others needed 400 mg. There was cessation of vomit- 
ing, decided relief of nausea and of prostration in 21 patients. 
Vomiting has been eliminated but occasional nausea persisted 
in 44 patients. Symptoms were reduced but nausea and vomit- 
ing were present in sufficient degree to produce mild discom- 
fort in 4 patients. Only slight or no relief was obtained in 
13 patients. The 23 control patients showed a significantly 
lower percentage of relief of symptoms than did the group 
receiving dimenhydrinate. Drowsiness was an objectionable 
feature in 15 patients and “bad taste” in 8 patients treated with 
dimenhydrinate. In 4 of the patients with poor results there 
was a failure to retain and absorb the tablets because of inter- 
vening vomiting. Dimenhydrinate is an inexpensive drug which 
can be safely used both as a therapeutic and a prophylactic 
agent in the treatment of radiation sickness. 


Psychiatric Quarterly, Utica, N. Y. 
23:203-414 (April) 1949 


Nature of Intuition. E. Berne.—p. 203. 

Somatic Procedures for Relief of Anxiety: Review. 
and H. T. Wycis.—p. 227. 

Quest for “Psychics” and “Psychical’’ Phenomena in Psychiatric Studies 
of Personality. J. Ehrenwald.—p. 236. 

Pseudoneurotic Forms of Schizophrenia. P. Hoch and P. Polatin.—p. 248. 

From the Autobiography of a Liar: Toward Clarification of Problem of 
Psychopathic States. B. Karpman.—p. 277. 

Rational Approach to Psychiatric Nosology. P. Haun.—p. 308. 

Physiology of Hypnosis: I. Review of Literature. B. E. Gorton.—p. 317. 

Statistical Analysis of Ages of First Admissions to Hospitals for Mental 
Disease in New York State. B. Malzberg.—p. 344. 


Puerto Rico J. Pub. Health & Trop. Med., San Juan 
25:1-152 (Sept.) 1949 

Experience in Surgical Treatment of Diseases of Thyroid Gland. J. Noya 
Benitez, F. L. Raffucci and J. R. Gonzalez Guisti.—p. 1. 

Recent Developments in Therapy of Human Brucellosis. E. A. Molinelli, 
D. Ithurralde, G. Basso and others.—p. 29. 

Short Note on Brucella Fractionation. M. Ruiz Castafieda.—p. 72. 

*Treatment of Taenia Saginata with Atabrine. F. Hernandez Morales. 

p. 78. 

of Taenia Saginata with Hexylresorcinol Emulsion Admin 
istered into the Duodenum. F. Hernandez Morales and D. S. Steven- 
son.—p. 8&7. 

Penaenneatan Reactions with Dried Paper Discs Containing Carbohydrate 
and Indicator. O. Bonilla Soto.—p. 96. 

Quinacrine in Treatment of Taenia Saginata Infesta- 
tion.—Hernandez Morales treated patients who had recently 
passed proglottides of Taenia saginata. The patients were 
instructed to have a light lunch and supper and to take 30 
Gm. of magnesium sulfate at 3 p. m. of the day before treat- 
ment. On the me aing of treatment, the patients reported at 
the clinic in a f ting state. Adults were given six to eight 
tablets of quin cine hydrochloride, two tablets every five 
minutes with a slass of water to which 6 Gm. of sodium bicar- 
bonate was added to prevent nausea and vomiting induced by 
the drug. Two to three hours later a dose of magnesium sul- 
fate, dissolved in a sirup of citric acid and water, was given 
by mouth. Usually two or three bowel movements occurred 
during the first hour after the purgative had been given, these 
stools being examined immediately. After several bowel move- 
ments the patients were permitted to go home. The scolex was 
recovered in 13 of the 24 patients treated. Only 1 of the remain- 
ing 11 patients passed segments two months after treatment. 
Quinacrine hydrochloride was effective in all but 1 of the 
patients treated. In 11 of the 13 patients in whom the scolex 
was recovered, the whole taenia with the scolex attached was 


passed. 
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Treatment of Taenia Saginata with Hexylresorcinol 
Emulsion.—Hernandez Morales and Stevenson treated patients 
infested with Taenia saginata with an emulsion prepared from 
1 Gm. of crystalline hexylresorcinol, 1 Gm. of acacia and 30 
cc. of water, administered directly into the duodenum through 
a duodenal tube in situ. No dietary restrictions or purgatives 
were prescribed prior to therapy. The total number of patients 
treated in this manner was 28. Cure was obtained in 26. The 
absence of toxic effects and the fact that no purgatives or die- 
tary restrictions are needed make hexylresorcinol in the form 
of an emulsion the most effective treatment against T. saginata. 


Radiology, Syracuse, N. Y. 
53:157-312 (Aug.) 1949 


taneous Pneumothorax: Study of 105 Cases. L. A. Rottenberg and 
Golden.—p. 157. 
Brouchial Dynamism. S. Di Rienzo.—p. 168. : 
Correlation Between Roentgenologic and Pathologic Findings in Chronic 
Pneumonitis of Cholesterol Type. L. L. Robbins and R. C. Sniffen. 
. 187. 
» Bronchopulmonary Lithiasis. E. Freedman and J. H. Billings. 
03. 
Shell” Calcifications in Silicosis. C. E. Grayson and H. Blumen- 
p- 216. 
trithoracie Goiter: Its Incidence, Symptomatology, and Roentgen Diag- 
is. J. J. McCort.—p. 227. 
graphic Pelvimetry. P. C. Hodges and R. L. Nichols.—p. 238. 
tid Disease. S. F. Oosthuizen and M. H. Fainsinger.—p. 248. 
ineous Hemopneumothorax: Etiological Considerations and Case 
ort. J. Solovay.—p. 256. 
ovenous Aneurysm of Lung: Case Report. A. Ettinger, H. Magen- 
tz and E. A. Russo.—p. 261. 
lus of Sigmoid: New Radiologic Sign. M. A. Bellini.—p. 268. 
. Equina Syndrome Due to Silent Rectal Carcinoma. R. J. Gross. 
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Spontaneous Pneumothorax. — Rottenberg and Golden 
report on 105 consecutive cases of spontaneous pneumothorax. 
In § cases the pneumothorax was complicating a current intra- 
thoracic disease process—6 cases of pulmonary tuberculosis, 1 
of p cural carcinomatosis and 1 of suppurative pleurisy. The 
remaining 97 patients were apparently healthy persons. Their 
average age was 30 years, and the majority were male. Chest 
pain and dyspnea were the two most important symptoms. The 
former was limited to the side involved and often radiated to 
the shoulder, back or abdomen. The pain came suddenly and 
frequently was severe enough to terrify the patient, but it usually 
subsiled within two days. The dyspnea also disappeared after 
a few days of bedrest. In 6 of the 97 patients the collapse was 
bilateral. The average time required for apparently complete 
reexpansion was four weeks. Sixteen patients had one recur- 
rence, and 8 had two or more. The average time between 
attacks was 23.2 months. Forty-six patients had roentgeno- 
graphic evidence of pleural effusion, which was gradually and 
spontaneously resorbed. Massive hemothorax requiring thora- 
cocentesis developed in 3 patients. The prognosis in simple 
spontaneous pneumothorax (excluding complications) is excel- 
lent. The forms of the disease which involve danger to life 
are tension pneumothorax, hemopneumothorax and _ bilateral 
pneumothorax. Of the 2 deaths that occurred in this series 
1 was due to tension pneumothorax and the other to massive 
hemothorax. 


Bronchopulmonary Lithiasis.—Freedman and Billings con- 
clude, from the discovery of 7 cases of bronchopulmonary 
lithiasis in a hospital of 310 beds in the course of one year, 
that the condition is not as rare as might be assumed from the 
scant literature on this subject. Their review of the English 
and American material published since 1900 disclosed only 96 
cases. The authors report 7 patients with active bronchopul- 
Monary lithiasis; in 6 the disease was proved at operation and 
subsequent pathologic examination while in the seventh the 
Stones were expectorated. The clinical picture may vary from 
complete absence of signs or symptoms to those of a severe or 
critical illness. Practically every pathologic condition which 
may develop in the chest may be simulated. Bronchopulmonary 
lithiasis should be included in differential diagnosis of bronchial 
obstruction, pulmonary suppuration and hemorrhage associated 
with paroxysmal attacks of cough when the chest roentgeno- 
gram shows calcific shadows in the region of consolidated areas. 
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Broncholiths may develop within the bronchi or may originate 
outside the bronchi, with subsequent perforation into the air 
passages. In the majority of cases broncholiths are due to 
perforation of calcified tuberculous lymph nodes. The roentgen 
changes found in broncholiths may simulate carcinoma of the 
lung, chronic lung abscess, bronchiectasis with atelectasis and 
chronic pneumonitis as well as fungoid disease. Laminagraphy 
is an important diagnostic aid in bronchopulmonary lithiasis, as 
it may demonstrate the stone perforating the bronchial wall 
or lying in the lumen of the bronchus. Early recognition and 
treatment of this condition may prevent the serious complications 
caused by bronchial obstruction, pulmonary suppuration and 
hemorrhage. 

“Egg Shell” Calcifications in Silicosis——Grayson and 
Blumenfeld call attention to the characteristic calcium densities 
that occur in chest roentgenograms of men having silicosis. 
These shadows are seen as more or less regular rings in the 
hilar or mediastinal regions of the chest. They have been 
designated as “egg shell” or “mulberry” calcifications. Data 
on 200 patients with silicosis are reviewed. Their derivation 
from a mining territory in which there was no crowding of the 
population may explain the low incidence of tuberculosis in 
these silicotic patients. In 88 cases there were sufficient data 
for approximate dust exposure statistics. There was a total of 
40 cases with egg shell calcifications. In 3 instances there was 
only a note that the man had been a hard rock miner, and these 
cases were not included in the group of 88. The 37 cases with 
egg shell calcifications are compared with the remaining 51 with 
no visible hilar calcifications. Studies of these patients suggest a 
hypothesis regarding the egg shell calcification. These calcium 
deposits occur in silicotic patients as the result of silica without 
superimposed tuberculous infection or, probably, any other infec- 
tion. Silicotic material predominates, and the common denomi- 
nator is silicosis. These calcifications occur long after the 
original exposure, especially in milder cases; they are not seen 
in severe cases terminating in death within a few years of 
exposure. The shell calcifications occur in previously existing 
lymph nodes but not in lung tissue. The calcium deposition 
begins diffusely throughout the node but later becomes more 
prominent beneath a heavy capsule that forms around the node. 
Though the peculiar configuration of the calcium deposit seems 
to be characteristic of and unique to silicosis, it cannot be stated 
that it might not occur in chronic, noncaseating lymphadenitis 
of other origin. No other causes have been reported with any 
reasonable supporting evidence. The presence of egg shell 
calcifications in lymph nodes indicates silicosis. 


Review of Gastroenterology, New York 
16:671-742 (Sept.) 1949 


New Physiological and Clinical Studies on Secretion of Mucin in Human 
Stomach. G. B. J. Glass.—p. 687. 

Technic of Abdominothoracic Total Gastrectomy Using Graham Method 
of Esophagojejunal Anastomosis. A. J. A. Campbell and S. Mikal. 
—p. 702. 

Biotoxic Intestinal Conditions of Acid Fermentation Type. A. Bassler. 
—p. 708. 

Bo ate. 5 Cases of Pancreatic Disease. T. S. Heineken, W. Moeckel, 
J. De Gerome and A. Teaze.—p. 716. 

ae bong Smoking: Early Symptom in Virus Hepatitis. S. Leibowitz. 
—p. 
Distasge for Smoking an Early Symptom of Virus Hepa- 

titis.—Leibowitz noticed a distaste for smoking of tobacco in 

the early stage of acute virus hepatitis in the patient who was 
previously a regular smoker. This distaste is fairly abrupt 
in onset. It is associated with an altered unpleasant “musty” 
or “bad” taste, although smoking was previously a source of 
pleasure. The symptom differs from the rather common 
reaction on the part of many smokers who cease smoking when 
“colds,” sore throats or any respiratory infection develops. In 
the latter instance, the reason for ceasing to smoke is either 
the irritation of a sore throat or a decreased ability to taste or 
smell the tobacco, not a newly acquired positive distaste of an 
unpleasant nature. The author noticed this distaste for smok- 
ing in 16 of 24 smokers during their early stage of acute virus 
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Rocky Mountain Medical Journal, Denver 
46:697-792 (Sept.) 1949 
Anterior Resection or Abdominoperineal Proctosigmoidectomy 

cinoma of Rectum. H. E. Bacon and H. D. Trimpi.—p. 716. 
Purulent Meningitis in Childhood. F. H. Wright.—p. 718. 
“Changing Conceptions in Management of Carcinoma of Left Portion of 

Colon. B. M. Black.—p. 726. 

Use and Abuse of Spinal Puncture and Cerebrospinal Fluid Studies. 

A. C. Johnson.—p. 730. 

Surgical Diseases of Thyroid Gland. S. B. Childs.—p. 734. 
“Eleoma™ of Rectum. W. B. Swigert.—p. 739. 
Rotulism in Human Beings from Home and Commercially 

Foods. D. E. Johnson and G. W. Styles.—p. 740. 

Use of Nisulfazole in Treatment of Ulcerative Colitis. C. B. 
743 
ned Recording of Physiological 

1. A. Generelli.—p. 747. 

Management of Carcinoma of Descending Colon.— 
Black states that segmental resection with primary anastomosis 
has largely replaced exteriorization operations for the manage- 
ment of lesions of the descending colan. The conditions neces- 
sary for safe primary intraperitoneal anastomosis are adequate 
blood supply to the cut ends of the bowel, no tension on the 
suture line, no obstruction and no inflammatory changes in 
the wall of the bowel. Some type of exteriorization remains 
the procedure of choice when such conditions are not present. 
he standard method of treatment of lesions of the rectosig- 
moid and rectum is the single stage combined abdominoperineal 
resection. The question of preserving fecal continence is being 
increasingly raised, and there is reason to believe that low 
anterior resection for higher lesions and that some type of 
combined abdominoendorectal or endoanal operation for lesions 
situated 7 to 11 cm. above the dentate margin will be increas- 
ingly employed. Miles’s operation remains the treatment of 
choice for lesions of the lower part of the rectum. The mor- 
tality rate associated with the segmental removal of the 
descending colon is now approximately 3 per cent, while that 
associated with combined abdominoperineal resection is approxi- 
mately 5 per cent. 

Paranitrosulfathiazole in Ulcerative Colitis.—Wills 
reports the use of paranitrosulfathiazole (nisulfazole*), which 
is 2-(nitrobenzenesulfonamido) thiazole, in 24 cases of ulcera- 
tive colitis. The drug was supplied in two forms, tablets of 
0.3 Gm. with 50 mg. ascorbic acid for oral administration, 
and as a 10 per cent suspension in pectin for rectal instillation. 
The term ulcerative colitis, as used in this report, is synonymous 
with idiopathic ulcerative colitis, nonspecific colitis and throm- 
houlcerative colitis. In differentiating bacillary dysentery and 
ulcerative colitis most observers agree that chronic bacillary 
dysentery is identical with chronic ulcerative colitis and that 
many cases of ulcerative colitis are an aftermath of acute bacil- 
lary dysentery. The cases on which this report is based repre- 
sent all stages of the disease. The paranitrosulfathiazole was 
administered in the form of rectal instillations of 1 to 3 ounces 
(30 to 90 cc.) by means of a catheter and bulb syringe. Patients 
in whom the involvement was confined to the rectum and lower 
portion of the colon were treated only with the suspension of 
the drug. Patients in whom roentgenograms showed involve- 
ment of the entire colon, often including the terminal ileum, 
were treated with paranitrosulfathiazole tablets orally, 4 to 6 
Gm. daily, and with the suspension of the drug rectally. All 
patients classified as being in the second and third stages of the 
acute phase showed prompt improvement. Nine @of the 24 
patients have shown little, or only temporary, improvement with 
treatment with paranitrosulfathiazole. Of these, 4 have had 
ileostomies, with 1 fatality, and 4 others are likely candidates for 
surgical treatment. The author believes that despite the small 
number of cases in which the drug has been used, enthusiasm 
is warranted regarding its efficacy. Since most ulcerations 
showed prompt exacerbation when paranitrosulfathiazole 
therapy was discontinued, the drug cannot be considered a cure, 
but. its efficacy in controlling the active stages of ulcerative 
colitis is unquestioned. It is of particular value in cases in 
which all, or most, of the involvement is confined to the rectum 
and lower sigmoid. Those that show involvement of the entire 
colon and evidence of chronic damage and polypoid hyper- 
plasia fail to display improvement. There were no toxic reac- 
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tions or ill effects, regardless of the amount of paranitrosulfa- 
thiazole suspension used or the length of time it was employed. 
It appears to be a valuable adjunct to the preoperative and 
postoperative care of patients requiring surgical intervention. 


Surgery, St. Louis 
26:331-566 (Sept.) 1949. Partial Index 


*Rate of Conversion of Administered Inorganic Radioactive Iodine into 
Protein-Bound lodine of Plasma as Aid in Evaluation of Thyroid 
Function. D. E. Clark, R. H. Moe and E. E. Adams.—p. 331. 

*Potassium Deficiency in Surgical Patients. H. T. Randall, D. V. 
Habif, J. S. Lockwood and S. C. Werner.—p. 341. 

Observations in Jejunal Alimentation. C. T. Case, 
C. H. McMullen and J. B. Brown.—p. 364. 


Infiuence of Caloric Intake upon Fate of Parenteral Nitrogen. E. H. 
p. 374. 


Ellison, R. S. MecCleery, R. M. Zollinger and C. T. Case. 

Preschool Age Repair of Hypospadias with Free Inlay Skin Graft. 
F. Young and J. A. Benjamin.—p. 384. 

Method for Controlling Urinary Incontinence: Experimental Observa- 
tions. ‘O. Swenson, H. F. Rheinlander and K. Merrill Jr.—p. 405. 
Anatomy of Nerves Supplying Common Duct and Proximal Duodenum. 
H. P. Royster, A. M. Sloan, L. I. McCain and T. Shohl.—p. 413. 
Effects of New Quaternary Amine and New Imidazoline Derivative on 

Autonomic Nervous System. F. H. Longino, K. S. Grimson, J. R. 

Chittum and B. H. Metcalf.—p. 421. 

Venous Pressures in Saphenous System in Normal, Varicose and Post- 
phlebitic Extremities: Alterations Following Femoral Vein Ligation, 
R. Warren, E. A. White and C. D. Belcher.—p. 435. 

Factors Affecting Diameter of Large Arteries with Particular Reference 
to Traumatic Spasm. J. B. Kinmonth, F. A. Simeone and V. Perlow. 

p. 452. 

Evaluation of Electrogastrography in Diagnosis of 
P. N. Sawyer, J. E. Rhoads and R. Panzer.—p. 479. 

Total Gastrectomy: Report of 63 Cases. H. W. Scott Jr. and W. P. 
Longmire Jr.—p. 488. 

Operative Management of Carcinoma of Colon: Is Proximal Drainage of 
Unobstructed Colon Necessary? W. A. Gunkler and H. E. Pearse. 
—p. 499. 

Excision of Mandible for Neoplastic Disease: Indications and Techniques. 
D. P. Slaughter, E. H. Roeser and W. F. Smejkal.—p. 507. 

Quarterectomy—Its Application in Malignant Melanoma. R. F. Bowers. 
—p. 523. 

Studies in Acute Cholecystitis: I. Surgical Management and Results. 
J. E. Dunphy and F. P. Ross.—p. 539. 

Experimental Study of Effect of Heparin on Local Pathology of Burns. 
R. S. McCleery, W. R. Schaffarzick and R. O. Light.—p. 548 
Rate of Conversion of Radioactive Iodine.—Clark and 

co-workers studied the rate of conversion of orally adminis- 

tered radioactive iodine into the protein-bound iodine of the 
plasma in 78 patients, 28 with hyperthyroidism, 22 with euthy- 
roidism, 19 with hypothyroidism and 9 with hypertension and 
cardiac disease with an elevated basal metabolic rate. Patients 
who were thought to have normal or low thyroid activity 
received 0.5 to 1.5 millicuries. Persons who had an elevated 
basal metabolic rate and clinically classic hyperthyroidism were 
given either a large tracer dose or a therapeutic amount of 
radioactive iodine varying from 3 to 8 millicuries. The ratio 
of radioactivity in counts per second in the protein fraction to 
the total plasma radioactivity in counts per second was desig- 
nated as the conversion ratio. In the patients with euthyroidism 
the conversion ratio ranged from 13 to 42 per cent, with an 
average of 24 per cent; in those with hyperthyroidism it was 
45 to 96 per cent, with an average of 78.5 per cent. Patients 
in whom the conversion ratio is 50 per cent or greater are 
considered to have hyperactivity of the thyroid gland. There 
was no overlapping between the hyperthyroid group and the 
euthyroid group. The range of the conversion ratio in hypo 
thyroidism or myxedema was 2.7 to 12.5 per cent, with an aver- 
age of 6 per cent. Patients with a conversion ratio of 10 per 
cent or less are considered hypothyroid. All 7 patients with 
severe cardiac disease but an elevated basal metabolic rate had 

a low conversion ratio. The 2 patients with hypertension but 

no apparent cardiac disease had a conversion ratio in the no 

range. The results suggest that the rate of incorporation of 
radioactive iodine into protein-bound iodine of the plasma 
may be a useful guide to thyroid activity. 

Potassium Deficiency in Surgical Patients.—Randall and 
co-workers studied the potassium balance and serum potassium 
levels in three groups of patients observed in a surgical metab- 
olism unit. One group was maintained on orally ingest 
food until operation and then carried on parenterally given 
fluids, including amino acids but without added potassium, 
the operative day and four days thereafter. The second group 
was given the same fluids parenterally, including amino 
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but for three days preoperatively as well as postoperatively. 
The third group was similar to the second except for the 
addition of 50 milliequivalents of potassium per day to the 
parenterally given fluids. The first two groups demonstrated 
a consistent loss of potassium in excess of that associated with 
nitrogen. The largest losses occurred on the first day on 
which fluids were given parenterally. Operative intervention 
increased the potassium loss in the second group on the opera- 
tive and first postoperative days, but the magnitude of the losses 
was below that occurring on the first day of parenteral fluid ther- 
apy. The third group, which was given potassium, showed potas- 
sium losses on the first day of parenteral feeding and on the 
operative and first postoperative days but maintained a positive 
potassium balance for the period. Plasma potassium levels fell 
below normal in the second group, but not in the third except 
for the operative day. Postoperative plasma potassium levels 
were observed in a miscellaneous group of 54 surgical patients. 
There was wide variability, but a pronounced fall below normal 
occurred in most instances. Pronounced deviations in the plasma 
potassium level may serve as an approximation of the degree 
of potassium deficit. Fourteen patients with hypochloremic 
alkalosis responded both to oral intake of food and to the 
parenteral administration of potassium chloride, although the 
hypochloremic alkalosis is refractory to, and made worse by, 
sodiun) chloride. Hypochloremic’ alkalosis is probably a potas- 
sium deficiency state. The authors believe that the therapeutic 
and prophylactic use of potassium salts in certain surgical 
conditions will probably be increasingly indicated to replace 
or anticipate deficits which have been demonstrated to occur. 
The management of potassium requirements must always be 
integrated with an over-all program of physiologic water and 
electrolyte replacement. 


Surgery, Gynecology and Obstetrics, Chicago 
89:257-312 (Sept.) 1949 


Late Results in Treatment of Pancreatic Cysts by Internal Drainage. 
D. H. Poer and R. H. Stephenson.—p. 257. 

Cicatricial Contractures of Thumb. F. Young.—p. 264. 

*Peptic Ulcer Following Splanchnicectomy: Report of 13 Cases. S. C. 
Mason and H. M. Pollard.—p. 271. 

*Significance of Ulcerating Lesion in Stomach Following Gastroen- 
terostomy. H. K. Gray and K. A. Lofgren.—p. 285. 

Analysis of Postoperative Cholangiograms. J. A. Sterling, P. S. Fried- 
man, V. P. Ravel and L. Solis-Cohen.—p. 292. 

Changes in Renal Function Following Ureteral Transplantation. H. R. 
Sauer, M. S. Blick and K. W. Buchwald.—p. 299. 

Behavior of Bone Grafts. T. Horwitz.—p. 310. 

Medical Treatment of Endometriosis and Significance of Endometriosis. 
J. V. Meigs.—p. 317. 

Surgical Procedures Involved in Treatment of Endometriosis. V. S. 
Counseller.—p. 322. 

Radical Mastoidectomy: Anatomical Considerations in Surgical Technic. 
J. B. Farrior.—p. 328. 

Suction Socket sor Above-Knee Amputees. P. E. McMaster and R. 
Mazet Jr.—p. 335. 

Effect of Moderate Degrees of Dicumarol-Induced Hypoprothrombinemia 
on Experimental Intravascular Thrombosis. J. F. Rogers, R. J. 
Barrett and C. R. Lam.—p. 339. 

Papilloma of Lacteal Duct. A. C. Estes and C. Phillips.—p. 345. 

Carcinoma of Thyroid Gland. W. H. Cole, D. P. Slaughter and J. D. 
Majarakis.—p. 349, 

"Preoperative Evaluation of Liver Function in Patients with Cirrhosis of 

_Liver. A. H. Blakemore.—p. 357. 

Effect of Reduced Blood Flow to Liver in Renal Hypertension. L. Davis, 
C. Tanturi and J. Tarkington.—p. 360. 


Peptic Ulcer After Splanchnicectomy.—In a group of 
1,498 patients who underwent splanchnicectomy for hyperten- 
sion, Mason and Pollard found 13 cases of peptic ulcer after 
the operation. Three patients had proved ulcers preoperatively ; 
in 4a presumptive diagnosis of ulcer was made, and.in 3 others 
the symptoms were suggestive of peptic ulcer. An ulcer was 
demonstrated postoperatively in 9 patients, and a presumptive 
diagnosis was made in 3 others. In 1 instance there were 
only suggestive symptoms of peptic ulcer both before and after 
operation, and it was not known whether the scarring of the 
duodenum seen six years postoperatively had been present 
before splanchnicectomy. Only 4 patients had preoperative 
complication of their ulcers, such as hemorrhage, which was 
usually of no great severity. By contrast, 11 of the 12 with 
ulcers which appeared after splanchnicectomy had complications, 
and it was frequently only by the complication that the ulcer 
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announced its presence. Five of these patients had severe com- 
plications ; 2 died and the other 3 required emergency laparot- 
omy. It seems clear that, after splanchnicectomy, severe 
complications of peptic ulcer developed because the normal 
epigastric sensations of pain were either abolished or greatly 
reduced, so that the ulcers were permitted to advance to 
dangerous proportions without giving the usual warning. Epi- 
gastric pain was present immediately after splanchnicectomy in 
2 patients, and in both of these severe complications developed. 
Vague epigastric distress months to years postoperatively was 
noted by 5 of the 8 patients with abdominal symptoms. More 
attention should be paid to vague abdominal signs after splanch- 
nicectomy. Prompt diagnosis and rigid medical management 
in these cases would reduce the frequency of complication when 
peptic ulcer is present. 

Significance of Ulcerating Lesion in the Stomach 
After Gastroenterostomy.—Gray and Lofgren reviewed data 
on 825 patients in whom a previously established gastroenteric 
stoma for duodenal or gastric ulcer had to be discontinued, 
owing to subsequent complications,- and for whom a partial 
gastrectomy was carried out as a secondary procedure. Lesions 
of the stomach which developed after gastroenterostomy were 
malignant in 18 of 53 patients. Of the 53 gastroenteric stomas, 
41 had been made because of duodenal ulcer, 11 for gastric 
ulcer and 1 for other reasons. Eleven of the 41 patients who 
had gastroenterostomy for duodenal ulcer developed malig- 
nant lesions of the stomach, as demonstrated at operation. Six 
of the 11 patients who had had a gastroenteric stoma made 
for gastric ulcer were found to have malignant lesions of the 
stomach which either had gone unrecognized at the time of 
gastroenterostomy or had developed later. After gastroenter- 
ostomy the roentgenographic examination of a lesion in the 
stomach is difficult owing to the great structural changes, 
inflammatory conditions and obstructive features that are so 
often encountered. An accurate roentgenographic diagnosis is 
almost impossible when the new lesion has developed in the 
portion of the stomach distal to the old gastroenteric stoma. 
In view of the high incidence of malignancy in the lesions that 
develop in the stomach after gastroenterostomy, it is extremely 
important to rule out carcinoma before instituting conservative 
management. 

Preoperative Evaluation of Liver Function.—An analy- 
sis of 44 cases of disease of the liver (42 of cirrhosis) in which 
portacaval anastomosis was performed provided Blakemore with 
the opportunity of correlating the preoperative evaluation of the 
status of the liver with its postoperative behavior. In some 
patients the postoperative course was better than would have 
been anticipated on the basis of several preoperative liver tests. 
To obtain an over-all perspective of the relative values of the 
different liver tests the author selected 7 patients whose post- 
operative course was punctuated by evidence of further depres- 
sion of hepatic function even though they had survived the 
portacaval shunt procedure. Ascites appeared postoperatively 
in all 7 cases. It was apparent that no single liver test afforded 
adequate information on which to predict the behavior of the 
liver after operation. For example, the cephalin flocculation 
reaction was strongly positive in 4 of the 7 cases and totally 
negative in 3. The author is inclined to believe that the type 
of cirrhosis was a factor in this discrepancy. The 3 patients 
with negative flocculation tests had Laennec’s cirrhosis, whereas 
3 of the 4 patients with strongly positive cephalin flocculation 
reactions had cirrhosis of the posthepatitis variety. The most 
consistent observation in the 7 selected patients is the inability 
of the liver to excrete sulfobromophthalein sodium and to make 
albumin. The author concludes that patients with cirrhosis who 
have serum albumin levels of 3 per cent or under with sulfo- 
bromophthalein sodium retention in excess of 35 per cent one 
half hour after injection are in general not good operative 
risks. However, study of individual cases will reveal a wide 
margin of risk even in this group, particularly in posthepatitis 
patients. Many of these patients can be brought through a 


shunt procedure safely if care is exercised in the selection of 
the time to operate, the preoperative preparation and the post- 
operative management. 
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An asterisk (*) before a title indicates that the article is abstracted. 
Single case reports and trials of new drugs are usually omitted. 


British Journal of Dermatology and Syphilis, London 
61: 269-314 (Aug.-Sept.) 1949 


Fibrous Changes in Dermis, with Special Reference to Senile Elastosis. 
G, H. Percival, P. W. Hannay and D. A. Duthie.—p. 269. 

Liver Function in Darier’s Disease and Pityriasis Rubra _Pilaris. 
A, Porter and S. R. Brunauer.—p. 277. 

Achievement of Robert Willan. G. H. Findlay.—p. 281. 

Mepacrine Drug Eruption Affecting Tooth. G, A. G. Peterkin.—p. 287. 


British Journal of Radiology, London 
22:497-556 (Sept.) 1949 

Carcinoma of Vulva: I. Treatment of Cancer of Vulva. Symposium. 
E. G. E. Berven.—p. 498 

Id.: II. Radium Implantation Treatment of Carcinoma of Vulva. 
M. C. Tod. p. 508 

Id.: 111. Cancer of Vulva Treated by Radiation: Analysis 127 Cases. 
F. Ellis.—p. 513. 

Influence of Energy Absorption and Electron Range on Dosage in 
Irradiated Bone F. W. Spfers.—p. 521. 

Radiological Diagnosis of Lipoma of Corpus Callosum. D. Sutton. 

p. 534 

De-Ossification in Lumbar Transverse Process. R. A. Roberts.—p. 540. 

Jejuno-Gastric Intussusception. D. M. Coates.—p. 544. 

*“Haemosiderosis and Dust Reticulation of Coal-Miners (Interesting Case 
Report). A. Meiklejohn.—p. 547. 


Hemosiderosis and Dust Reticulation of Coal Miners.— 
Meiklejohn says that the similarity of the radiographic appear- 
ances of hemosiderosis in certain cases of mitral stenosis and 
the dust reticulation of coal miners is now well recognized. The 
differential diagnosis should seldom cause difficulty, if clinical 
and radiographic findings are considered in relation to the precise 
details of the occupational history. It should not be overlooked 
that the two conditions may coexist, although the combination 
must be rare by reason of the seriousness of the heart lesion, 
the physical strain of work and the long period of exposure 
required for the development of pneumoconiosis. The author 
reports a miner with rheumatic carditis and mitral stenosis 
whose heart condition was associated with hemosiderosis and 
pneumoconiosis of the silicotic and dust reticulation types. Post- 
mortem examination corroborated the coexistence of the con- 
ditions. 


British Medical Journal, London 
2:497-552 (Sept. 3) 1949 
Reform in Medical Education. W. M. Arnott.—p. 497. 
Teaching of Physiology. G. W. Pickering.—p. 502. 
Teaching of Chemistry. E. C. Dodds.—p. 505. 
Teaching of Biology as Preparation for Medicine. F. A. E. Crew. 

p. 508, 

Teaching Anatomy to Medical Students. T. P. McMurray.—p. 510. 
Teaching Physics to Medical Students. D. W. Smithers.—p,. 512. 
Training of Teacher. W. R. Niblett.—p. 526. 

2:553-610 (Sept. 10) 1949 
Centenary of Pavlov’s Birth. E. D. Adrian.—p. 553. 
*Myxoedematous Madness. R. Asher.—p. 555. 
*Optimal Methods in Treatment of Opthalmia Neonatorum. A. Sorsby 

and I. Kane.—p. 562. 

Bacteriophage Types in Penicillin-Resistant Staphylococcal Infection. 

M. Barber and J. E. M. Whitehead.—p. 565. 

Infection with Penicillin-Resistant Staphylococci in Hospital and 

General Practice. G. B. Forbes.—p. 569. 

Homologous Serum Jaundice. D. Lehane, C. M. S. Kwantes, M. G. 

Upward and D. R, Thomson.—p, 572. 

Iso-Immunization by Blood-Group Factors A and B in Man. P, QO. 

Hubinont.—p. 574. 

Diagnosis and Treatment of Cutaneous Anthrax. J. A. Holgate and 

R. A. Holman.—p. 575. 

Acute Pericarditis Simulating Cardiac Infarction. W. A. Bourne. 

—p. 579. 

Myxedematous Madness.—<According to Asher myxedema 
is one of the most important, one of the least known and one 
of the most frequently missed causes of organic psychoses. It 
is important because it often responds to treatment. He describes 
14 patients, all of whom presented myxedema and psychotic 
changes. They all showed a psychosis amounting to complete 
insanity, 10 having been admitted to the mental observation 
wards under the Lunacy Act, 1 referred to the neurosurgeon 
for cerebral tumor and 3 to general medical wards with other 
diagnoses. There was a dramatic and complete recovery of 
sanity with thyroid treatment in 9 of the cases, a partial improve- 
ment to 2, no change in 1, and fatalities in 2. The fact that 


950 


in none of these cases had the diagnosis been made by the 
outside physician suggests that there is need for increased 
awareness of myxedema as a cause of psychosis. It is not a 
specific psychosis, but paranoid ideas are common. If one 
observer can detect 14 cases in four years, there must be many 
others. There may be many unrecognized cases in mental 
hospitals. If the diagnosis is borne in mind by psychiatrists, a 
number of otherwise hopeless psychoses may be cured and 
the awareness of an organic cause for one psychosis may lead 
to the discovery of physical causes for others, which are at 
present dismissed as of psychologic or idiopathic origin. 


Optimal Methods in Ophthalmia Neonatorum.—Sorsby 
and Kane review a series of 151 patients with ophthalmia neona- 
torum, who were treated by different methods. Oral adminis- 
tration of 200,000 units of penicillin, either exclusively or after 
an initial intramuscular injection of the agent, proved disap- 
pointing. Combined oral sulfonamide and local penicillin therapy 
proved effective in reducing the duration of treatment but 
ineffective in reducing the frequency of relapses after either 
sulfonamide or penicillin therapy. Duration of treatment was 
likewise reduced by increasing the dose of the sulfonamide 
compound. With sulfamethazine, 0.5 Gm. initially and a mainte- 
nance dose of 0.25 Gm. every six hours, some 70 per cent of 
cases showed clinical cure within one to three days. Similar 
results were obtained with sulfamerazine, 0.5 Gm. initially and 
0.25 Gm. at intervals of eight hours. The use of these larger 
doses of sulfonamide drugs does not apparently influence the 
relapse rate; however, it is possible that sulfamerazine may 
prove to be a favorable exception. For the present the best way 
of administering penicillin is still the instillation of drops oi 10,000 
units per cubic centimeter initially at intervals of a minute for 
half an hour and subsequently at less frequent intervals. For 
the best results with sulfonamide therapy higher doses than 
those used previously are necessary. 


2:611-662 (Sept. 17) 1949 
*Results of Thymectomy in Myasthenia Gravis. G. Keynes.—p. 611. 
*Incidence of Cross-Infection in Children’s Wards. A. G. Watkins and 

E. Lewis-Faning.—p. 616. 

Effect of Tetraethylammonium Bromide on Gastric Stcretion and Motility. 

I. R. MacDonald and A. N. Smith.—p. 620. 

Nitrogen Mustard Therapy with Special Reference to Hodgkin's Disease. 

J. D. N. Nabarro.—p. 622. 

Treatment of Ringworm of Scalp. H. Haber, R. T. Brain and J. W. 

Hadgraft.—p. 626. 

Aspirin Poisoning. I. Leveson.—p. 628. 
Haematemesis as Surgical Problem. G. Bohn.—p. 630. 
Iontophoresis in Treatment of Peripheral Vascular Disease. H. S. Pem- 

berton and D. C. Watson.—p. 633. 

Thymectomy in Myasthenia Gravis.—Keynes says that at 
his hospital 155 patients with myasthenia gravis were treated 
by surgical extirpation of the thymus. After deduction of 10 
postoperative deaths, the 18 patients with tumors and the 7 who 
could not be followed up, there remain 120 patients, whose cases 
form the basis of this review. The author classifies these patients 
into four groups. At the time of writing, those of the first group 
were well and free from symptoms and did not require neostig- 
mine. Patients in the second group were practically well, but 
had slight symptoms and were given small doses of neostigmine. 
The patients in group 3 had some (often considerable) improve- 
ment, but treatment with neostigmine was still necessary. The 
fourth group showed no improvement after thymectomy. Of the 
120 patients who did not have thymic tumors and survived the 
operation, 79, or about two thirds, showed complete or almost 
complete remission of symptoms. These could not be acc 
for as spontaneous remissions. The results are influenced by the 
duration of the disease before operation: the shorter the history, 
the better the results. Early operation is indicated by the above 
fact and by the 11.6 per cent incidence of tumors, the develop- 
ment of which should, if possible, be anticipated. The connection 
between myasthenia and an abnormal thymus is now well estab- 
lished, but there is no clue to how or why the gland acquires 
abnormal function. The chemistry of the secretion which 
producing myasthenia is still unknown. Surgery may help 
provide an answer to some of these questions. Surgery, " 
the help of neostigmine, has made a practical advance in being 
able to alleviate the condition of many of the sufferers from 
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Cross Infection in Children’s Wards.—According to Wat- 
kins and Lewis-Faning the British Pediatric Association began 
in 1945 to interest itself in the problem of cross infection in 
children’s wards in hospitals. The term cross infection was 
applied to any infection acquired by a patient in the hospital 
environment. Clinically it is an infection arising during the 
course of another illness, for which the patient was originally 
hospitalized, and may attack the respiratory tract, gastrointestinal 
tract, wound, skin or mucous membrane or be manifested as 
one of the specific fevers. Fourteen hospitals were selected as 
representing a cross section of children’s wards in which patients 
were under the clinical charge of an experienced pediatrician. 
Children’s wards in a general hospital, wards in hospitals for 
children only, wards in teaching and nonteaching hospitals and 
wards taking long-stay cases were included. In all, the records 
of 26 different wards were utilized. The over-all incidence of 
cross infection in 9,619 admissions was 7.1 per cent. The average 
age length of increased hospital stay of the patients that devel- 
oped a cross infection was twelve days. Death was attributable 
in 41 children partly or wholly to cross infection. An index for 
the rate of cross infection was calculated for each ward (standard 
cross infection ratio) and was found to vary widely for the 
different wards even within the same hospital. Attempts were 
made to correlate factors which might be related to the vari- 
ations, which included ward architecture, equipment, nursing, 
staffing, visitors, type of case admitted and the age of the 
children. The only significant finding was that cross infection 
was commoner in wards which admitted infants. 


Lancet, London 


2:447-494 (Sept. 10) 1949 
Dysmenorrhea. A. J. Wrigley.—p. 447. 


Mercury Poisoning from Fingerprint Photography: Occupational Hazard 
of Policemen. J. N. Agate and M. Buckell.—p. 451. 
Vitamin Biz by Mouth in Pernicious and Nutritional Macrocytic 


Anacmia and Sprue. T. D. Spies, R. E. Stone, G. Garcia Lopez 
and others.—p,. 454. 


"Urinary Excretion of Radioactive Iodine as Diagnostic Aid in Thyroid 
Disorders. A, S. Mason and R. Oliver.—p. 456. 

"Urinary Excretion of Radioactive Iodine as Diagnostic Test in Thyroid 
Disease. DBD. G. Arnott, E. W. Emery, R. Fraser and Q. J. G. 
Hobson.—p. 460. 


Transorbital Leucotomy: Some Results and Observations. J. Walsh. 


—p. 465. 


Perforation of Intestine by Fish-Bone. E. H. Travers.—p. 466. 
2:495-542 (Sept. 17) 1949 


Seeing Patient Through: Failure of Medical Coérdination. J. M. 
Lipscomb.—p. 495. 

Tensile Strength of Sutures: I. B.P.C. Method of Test. D. M. Douglas. 
497, 

Id: II. Loss when Implanted in Living Tissue. D. M. Douglas.—p. 499. 

Incidence of Penicillin-Resistant and Streptomycin-Resistant Staphylo- 
cocci in Hospital. P. M. Rountree and E. F. Thomson.—p. 501. 

Flaxedil as Curarising Agent in Anaesthesia. H. B. Wilson and H. E. 
Gordon.—p. 504. 

Hyaluronidase in Paediatric Therapy. W. Gaisford and D. G. Evans. 
—p. 505. 

Effect of Caronamide on Excretion of p-Aminosalicylic Acid. N. W. 
Horne and W. M. Wilson.—p. 507. 

Effect of Noradrenaline on Human Circulation. H. J. C. Swan.—p. 508. 

Facial Palsy and Poliomyelitis. T. Stapleton——p. 510. 

Curare with General Anaesthesia for Forceps Delivery. J. D. Bourke. 

Strangulated Mesenteric Hernia of Caecum. J. F. H. Bulman.—p. 512. 

Senile Haematocolpos. N. Alders.—p. 513. 

Acute Arterial Spasm Complicating Accidental Haemorrhage in Late 
Pregnancy. J. J. Handler.—p. 514. 


Urinary Excretion of Radioactive Iodine in Thyroid 
Disorders.—Mason and Oliver investigated urinary excretion 
of radioactive iodine as a routine diagnostic test for thyroid 
disease. Direct estimation of thyroid uptake, in conjunction 
with estimations of blood iodine, gives a more exact picture 
of the thyroid function than do urinary values, but for routine 
use a method must be simple and involve no risk to the patient. 
Radioactivity in urine can be determined accurately with low 
doses of tracer iodine. The method involves less apparatus and 

ratory space than does direct thyroid counting and avoids 
any disturbance of the patient. A standard dose of about 10 
microcuries of [181 was. adopted. This was found to give a 
Wimary excretion suitable for measurement in all cases of 
‘otoxicosis; in persons with normal or diminished thyroid 


function the dose can be reduced to 5 microcuries. The authors 
conclude that the estimation of urinary excretion of radioactive 
iodine administered by mouth is a valuable diagnostic aid in 
thyroid disease. The method can be made simple and safe 
enough to justify its use as a routine procedure. Measurement 
of excretion in bulked urine samples collected between the sixth 
and twenty-fourth hour after administration of the dose provides 
a reliable diagnostic test for thyrotoxicosis. In the present series 
a six to twenty-four hour excretion of less than 4 per cent 
indicated definite thyroid overactivity, excretion of 10 to 25 per 
cent occurred in normal persons, and a rate over 25 per cent 
was typical of myxedema. 

Urinary Excretion of Radioactive Iodine in Thyroid 
Disease.—Arnott and co-workers report studies on the urinary 
excretion of [251 by 30 normal persons, 26 patients with thyro- 
toxicosis and 3 patients with hypothyroidism. The urinary 
excretion was followed for forty-eight hours after the adminis- 
tration by mouth of a tracer dose of 10 microcuries of I**! with 
10 micrograms of potassium iodide. Repeated tests on 4 persons 
have shown close agreement. Comparison of the three main 
groups of normal, thyrotoxic and hypothyroid persons has con- 
firmed previous observations that the rate of fall of urinary 
excretion of I** gives an indirect index of thyroid activity. A 
simple and sensitive differentiation can be made between these 
three groups by measuring the urinary excretion in the four 
periods 0 to 8, 8 to 12, 12 to 24 and 24 to 48 hours. Thyro- 
toxicosis is best characterized by low values in the 8 to 12 hour 
period, and hypothyroidism by high values in the 24 to 48 
hour period. Further experience with this test is required, 
particularly in cases of mild thyrotoxicosis and hypothyroidism, 
and of renal and circulatory disease. 


Medical Journal of Australia, Sydney 


2:189-224 (Aug. 6) 1949 

Prothrombin Test in Clinical Medicine. E. R. Trethewie and P. A. 
Melvin.—p. 189. 

Streptomycin in Tuberculosis. J. B. Ferguson, V. G. Bristow and 
P. R. Bull.—p. 192. 

Industrial Dermatitis. E. Rosanove.—p. 194. 

The Nature, Recognition and Treatment of Glaucoma. A. D’Ombrain. 
—p. 196. 

Brief Review of Industrial Dermatoses in Western Australia. J, M. 
O’Donnell.—p. 200, 

Non-Eczematous Industrial Dermatitis. J. Summons.—p. 202. 

Recent Experiences in London on Use of Physical Medicine in Arthri- 
tis. J. A. Shanasy.—p. 203. 

Streptomycin in Pulmonary Tuberculosis: Review of 6 Cases. R. M. 
Ford.—p. 205. 

Royal Prince Alfred Hospital Cancer of the Uterus Follow-Up. H. H. 
Schlink, C. L. Chapman and F. N. Chenhall.—p. 206. 


Quarterly Journal of Medicine, Oxford 


18:173-274 (July) 1949 
*Chronic Agranulocytosis. E. B. Adams and L. J. Witts.—p. 173. 
Ankylosing Spondylitis: Radiological, Clinical and Biochemical Inves- 
tigations in Series of Cases. R. Mowbray, A. L. Latner and J. H. 
Middlemiss.—p. 187. 
Retinal Vessels in Hypertension. A. Leatham.—p, 203. 
Ankylosing Spondylitis. F. D. Hart, K. C. Robinson, F. M. Allchin 
and N. F, Maclagan.—p. 217. 
Carbohydrate Metabolism and Gastric Secretory Activity. A. Muir. 
—p. 235. 
Circulatory Dynamics in Emphysema. A. D. Gillanders.—p. 263. 
Chronic Agranulocytosis.—Adams and Witts report on 
5 patients with chronic agranulocytosis. Neutropenia was 
apparently the primary condition. The only constant features 
were leukopenia and agranulocytic infection. The patients had 
been exposed to factors such as hair dye, sulfonamide com- 
pounds, lead, benzyl benzoate and mumps, which might possibly 
have damaged the bone marrow before the diagnosis of agranu- 
locytosis was made. The course of the disease was characterized 
by attacks of severe infection from relatively trivial causes. 
The infections included inflammation of the lips, gums, mouth 
and throat, severe reactions to dental extraction, otitis media, 
septic fingers and cutaneous sepsis, suppurative lymphadenitis, 
urinary infection, septicemia and unexplained fever. One patient 
had slowly progressive pulmonary tuberculosis. Intervals between 
attacks ranged from a few days or weeks to six years. Between 
the attacks the patients were fairly well, though they lacked 
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vitality. One patient died from pyemia, cerebral abscess, acute 
bacterial endocarditis and chronic pulmonary abscess. The 
duration of the known granulocytopenia in this case was twenty- 
two months. The average duration of the disease in the 4 
survivors is now more than five years, and there is no evidence 
of progressive deterioration. The only remedy of proved effi- 
cacy for the control of the acute attacks was penicillin. It was 
given intramuscularly in a dosage of 60,000 units every three 
hours. When attacks of infection were occurring frequently, a 
prophylactic dose of 100,000 units was given twice daily. Sple- 
nectomy was advised in 1 patient with frequent attacks of 
infection whose bone marrow appeared cellular. The operation 
was performed without difficulty, but there was little leuko- 
cytosis and the marrow became more aplastic. One year after 
the operation there was little change from the preoperative 
state other than a slight lymphocytosis. The cases reported are 
differentiated from recurrent agranulocytosis and from splenop- 
athic leukopenia. They form another distinct group in that 
infections were chronic and persistent and there was no evidence 
of overactivity of the spleen. They are variants of chronic 
aplastic anemia, in which the main impact of the disease is on 
the white cells. The prognosis appears to be relatively good, 
particularly with control of attacks of infection by penicillin. 


Transactions Royal Soc. Trop. Med and Hyg., London 
43:1-100 (July) 1949. Partial Index 


"Blood Examination and Prognosis in Acute Falciparum Malaria. J. W. 

Field.—p. 33. 
Efiects of Chloromycetin on Malayan Bacteria. R. Green and 

D. S. Mankikar.—p. 57. 

Some Peculiar Cases of Gangrene and Their Possible Relationship to 

lropical Phlebitis. M. Gelfand.—p. 75. 

Clinical and Biochemical Studies in Cholera and Rationale of Treatment. 

M. H. Ghanem and M. N. Mikhail.—p. 81. 

Prognosis in Acute Falciparum Malaria.—Field reports 
observations made by the Malaria Division of the Institute for 
Medical Research in Malaya, which clearly indicate the supe- 
riority of blood examination, particularly of parasite counts, over 
clinical judgment in most cases of falciparum malaria, not only 
for diagnosis but also as a guide to the chances of recovery. 
There were 50 deaths in a series of 2,316 cases of acute uncom- 
plicated falciparum malaria. Parasites in blood films were 
counted daily during treatment in all cases. Analysis of this 
material shows a close relation between the death rate and the 
peripheral concentration of parasites at the time the treatment 
began. High counts carried a high risk and low counts a low 
one. Thirty-nine of the 50 deaths were of patients whose periph- 
eral blood before treatment showed at least 100,000 parasites 
per cubic millimeter. Three fatal cases had peripheral counts 
of less than 10,000 per cubic millimeter. 


Acta Cardiologica, Brussels 


4:309-424 (No. 4) 1949. Partial Index 
*Systolic Gallop Rhythm. A, A. Luisada and M. M. Alimurung. 
p. 309, 

Oximetric Studies in Congenital Cardiopathies. C. Callebaut, H. Deno- 
lin and J. Lequime.—p. 324. 

*Clinical and Radiologic Course of Syndrome of Dilated Pulmonary 
Artery and Small Aorta with Probable Interauricular Communication. 
V. Puddu.—p. 335, 

*Dextrocardia with Cor Triloculare. L, Jonnart, J. Meyer and O. Van 
Landschoot.—p. 381. 

Systolic Gallop Rhythm.—Luisada and Alimurung report 
on 12 male and 12 female patients with systolic gallop 
rhythm. The particular type of abnormal cardiac rhythm was 
produced by a third sound during ventricular systole. This 
additional sound was detected and interpreted by auscultation 
in 8 patients, undetected in another 8 patients and detected but 
erroneously interpreted in the remaining 8 patients. These facts 
demonstrate the importance of an accurate phonocardiographic 
study, which disclosed the third sound in all 24 patients. It is 
difficult to determine a cause and effect relationship between the 
abnormal rhythm and the symptoms of the patients. No single 
symptom was consistently present in all patients. Many com- 
plained of sudden, stabbing precordial pain, others of palpitation 
or irregular heart action. These symptoms were elicited in 


some of the patients by strenuous exertion, deep respiration, 
repeated coughing or even by sudden movement of the arms, 
Except for 1 patient who later died from acute coronary 
occlusion, all of the patients are living and well. Two types of 
systolic gallop rhythm may be distinguished, the basal and the 
apical, or midprecordial. The basal type is early systolic and 
is associated with functional disturbances or anatomic changes 
of the aorta or the pulmonary artery. The apical type is mid- 
systolic or late systolic and, at least in a certain number of 
cases, is caused by traction of pericardial adhesions. The phono- 
cardiograms showed an average frequency of 100 vibrations per 
second. In the majority of cases the amplitude of the third 
sound was at least one half of one or both of the first two 
heart sounds, while it was greater than that of either heart 
sound in a few instances. In 1 case there were two additional 
sounds during systole. The phonocardiographic characteristics 
may be an aid in avoiding misinterpretation of the third sound. 

Syndrome of Dilated Pulmonary Artery and Small 
Aorta.—Puddu reports 2 girls and 1 boy with a congenital 
syndrome of the heart followed from the ages of 14 to 23 and 
15 to 21, respectively. The anatomic diagnosis remained uncer- 
tain, but the syndrome presented by the 3 patients belongs toa 
group in which three anatomic elements may be associated or 
may occur separately, namely, interauricular communication, 
dilated pulmonary artery and small aorta. Diagnosis cannot be 
established during life without catheterization of the chambers 
of the heart. The clinical course in the author’s cases was 
uniform and favorable. Prognosis is good in the majority of 
such cases. The electrocardiographic tracings showed a partial 
defect of conduction along the right branch of the bundle of His. 
The clinical, roentgenologic and electrocardiographic aspects 
of the condition remained unchanged during the years of 
follow-up. 

Dextrocardia with Cor Triloculare.—Jonnart and co- 
workers report 1 case of dextrocardia with cor triloculare in a 
boy aged 10 years, with pronounced cyanosis and hippocratic 
fingers and toes. The electrocardiogram revealed a pronounced 
preponderance of the right side and a Wolff-Parkinson-White 
syndrome. Isolated dextrocardia in the absence of transposition 
of abdominal viscera was demonstrated on roentgenographic 
examination. Oxygen saturation of the blood in the vena cava 
superior was determined to be 66.5 per cent as compared with 
77 per cent in the right auricle and 98 per cent in the pulmonary 
veins, thus indicating a 50 per cent mixture of venous blood 
with arterial blood at the level of the right auricle. A large 
interauricular communication seemed to be the only satisfactory 
explanation. The similarity of pressure and of oxygenation of 
the blood in the ventricle and in the radial artery, the same 
circulatory output in the greater and lesser circulation suggested 
a single ventricle. An interauricular septal defect and a single 
ventricle were the malformations demonstrated by catheterization 
of the chambers of the heart. 


Acta Medica Scandinavica, Stockholm 


134:235-310 (Aug. 30) 1949. Partial Index 

Megalocytic Anemia in Infants. G. Edgren and E. Segerdahl.—p. 235. 

*On the Risk of Urolith Formation in Treatment with Sulfonamide Drugs. 
S. Helander.—p. 244. 

Changed Agglomeration Tendency as Manifestation of Diseases of Ery- 
throcytes. F. Miczoch, C. Wunderly and F. Wuhrmann.—p. 260. 
Urolith Formation from Sulfonamide Compounds.— 

Helander produced urolithiasis in rabbits by intraperitoneal 

injections of sulfathiazole, sulfadiazine, sulfamerazine, a combi- 

nation of the sodium salts of these three sulfonamide compounds 

(sulfadital) and sulfamethazine. The Altmann freezing-drying 

method has been employed for retaining the concretions in situ. 

The calculi in the kidneys of the animals were ascertained 

identified by fluorescence microscopy, polarization microscopy 

and melting point determinations of the crystals in situ. The 
risk of urolithiasis was greatest with sufathiazole, followed by 
sulfadiazine and sulfamerazine, while sulfamethazine invol 
the smallest risk. Whether the urinary calculi are made up 
free sulfonamides or of their acetyl derivatives depends on the 
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solubility of the respective substances and their blood concen- 
trations. Sulfadital involves a much smaller risk of formation 
of calculi than the single compounds. This is attributed to the 
fact that the various drugs do not affect each other’s solubility. 
The latter corresponds only to the individual concentration, 
while the therapeutic effect corresponds to the sum of the com- 
ponent concentrations. Two factors favor the employment of 
sulfadital: (1) The risk of urolithiasis is reduced to a minimum 
and (2) considerably larger doses can be administered in resis- 
tant infections without involving a greater risk than that asso- 
ciated with the use of the single compounds. 


Archivos Argentinos de Pediatria, Buenos Aires 
32:3-60 (July) 1949. Partial Index 


*Meningeal Form of Primary Acidosis in Infants. C, Torres Umaiia. 
p.—34. 

‘Circulatory Apparatus in Brucellosis in Children. A. S. 
—p. 39. 


Segura. 


Meningeal Form of Acidosis in Infants.—Torres Umaijia 
observed in the past thirty years several instances of an acute 
infection in infants with primary acidosis. The acuteness of the 
illness probably depends on a disorder of the insulin metabolism 
as the result of hepatopancreatic insufficiency aggravated by 
altitude. The patients were observed in Bogota, Columbia. The 
disease presents symptoms of acute infection, acidosis, uncon- 
trollable vomiting, fever, diarrhea with a large quantity of 
starch, progressive hepatopancreatic insufficiency and progressive 
nervous depression. The blood and urine contain ketones, and 
there is leukocytosis. Large amounts of acetone and diacetic 
acid and dextrose are present in the urine all through the 
diseasc, which lasts four to six days. Early administration of 
insulin alternating with infusion of normal dextrose solution 
gives satisfactory results, the ketones disappearing from blood 
and urine. The mortality rate is 70 per cent. The meningeal 
form of acidosis is rare. The author reports a case, the second 
published in the literature, with symptoms of primary meningeal 
acidosis. Acetonuria and diacetic acid in the urine appeared 
early and in large amounts. The cerebrospinal fluid of the 
patient contained a large amount of acetone and diacetic acid. 
Disappearance of acetone from the urine on the fourth day of 
the disease coincided with increase of diacetic acid in the urine 
and aggravation of the symptoms of infection. 

Cardiovascular Brucellosis in Children.—Segura carried 
on observations on the cardiovascular system in 77 children of 
both sexes with brucellosis. One patient had what appeared to 
be Brucella endocarditis, 2 had electrocardiographic changes 
showing myocardial lesion, and 2 had cardiovascular anomalies 
of uncertain causation. Relative tachycardia not related to 
arterial pressure was observed in 29 patients and bradycardia 
in 1, The systolic pressure was diminished in 15 children and 
the diastolic was increased in 13. Cardiac brucellosis is rare. 
Certain clinical symptoms and roentgenologic and electrocardi- 
ographic changes show functional circulatory changes caused 
by infection. 

Harefuah, Jerusalem-Tel Aviv 
37:37-50 (Aug. 15) 1949 


"Queensland Fever in Israel. G. Rosenkranz.—p. 41. 
Isolation of Causative Agent of Q Fever, C. Burneti, in Israel. A. Koma- 

rov and L. Goldsmit.—p. 43. 

Mass Examinations and Mass Treatment of Jewish D.P.’s in Austria, 

During 1948. P. Rebinson.—p. 46. 

Queensland Fever in Israel.—Rosenkranz reports an epi- 
demic form of atypical primary pneumonia in 220 patients, 20 of 
whom were admitted to the Mount Carmel Hospital in Haifa. 
Q fever was suspected on account of the increasing number of 
reports of this disease in the Mediterranean area. Complement 
fixation tests with antigen of Coxiella burneti revealed titers 
fanging from 1:32 to 1:2,054 in 40 cases. There was a sudden 
onset with a high temperature in the absence of any prodromal 
symptoms, chills on the second day, general malaise and frontal 
headache. Cough did not appear before the second or third day 
M most cases, with little sputum or no sputum at all. There were 
%casional complaints of pain in the chest. Examination revealed 
symptoms of pneumonia in some cases, but roentgenologic exami- 
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nation revealed involvement of lungs in all but 2 cases. The 
lower lobes were affected as a rule; the upper lobes were affected 
in 2 instances. The infiltration was more or less homogeneous, 
sometimes in the form of involvement of an entire lobe. Seg- 
mental atelectasis was observed in only 2 cases. The infiltrations 
seemed to be predominantly exudative. Examination of the 
blood revealed relative leukopenia, some shift to the left, 
monocytosis, aneosinophilia and increased sedimentation rate. 
Pathogenic bacteria could not be demonstrated in the sputum. 
The average duration of fever was ten to twelve days. Brady- 
cardia occurred in most of the patients. There was not a single 
fatal case, but 1 patient died from cerebral hemorrhage within 
one week after his temperature had been restored to normal. In 
general the prognosis is favorable. Q fever cannot be differ- 
entiated from other atypical pneumonias but by the complement 
fixation test with Coxiella burneti as antigen. The result of 
this test becomes positive only in the course of the second week. 


Medicina Clinica, Madrid 
12: 303-408 (June) 1949. Partial Index 


“Nitrogen Mustard Therapy. J. Pedro-Botet.—p. 363. 

Nitrogen Mustard Therapy.—Pedro-Botet administered 
nitrogen mustards to 9 patients with the following diseases: 
Hodgkin's lymphosarcoma, leukosarcomatosis in the preleukemic 
period and tuberculous adenitis. Methyl-bis (beta-chloroethyl) 
amine hydrochloride or tris (beta-chloroethyl) amine hydro- 
chloride was given in daily doses of 10 mg. for three or four 
consecutive days. The drug was dissolved in 20 or 30 cc. of 
normal sodium chloride solution and the solution given intra- 
venously at a slow rate (six to ten minutes). Hodgkin’s disease 
was present in 4 patients two months to two and one-half years. 
Two of the patients were given one or two series of roentgen 
therapy. In all 4 patients nitrogen mustard treatment caused 
a rapid but transient improvement. Remissions in these patients 
were of longer duration after roentgen therapy than after the 
nitrogen mustard treatment. The treatment failed in 3 patients 
with lymphosarcoma, in | patient with tuberculous cervical 
adenitis and in 1 patient with leukosarcomatosis. Toxic effect 
of the drug on the hematopoietic tissues was observed in all 
cases. These varied from leukopenia to agranulocytosis or 
panmyelophthisis. The treatment is of value in the early phase 
of the aforementioned disease when there is no response to 
tonic hematopoietic treatment and roentgen therapy, as a com- 
plemental treatment to roentgen therapy and in roentgen- 
resistant forms of the diseases. 


Medizinische Klinik, Munich 
44:1205-1236 (Sept. .23) 1949. Partial Index 


Diabetes and Dystrophy. G. Katsch.—p. 1205. 

*Diphenylhydantoin Sodium in Treatment of Epilepsy. F. A. Kehrer. 
—p. 1211. 

Considerations on Pathogenesis of Transfusion Reactions Due to Rh 
Factor. P. Dahr.—p. 1212. 

Observations in Febrile States During Convalescence from Typhus; 
Description of Peculiar Secondary Fever in a Convalescent from 
Typhus. E. H. Maier.—p. 1215. 

Ferrous Ascorbic Acid in Treatment of Hypochromic Anemias Following 
Genital Hemorrhage. H. Kiisters.—p. 1218. 
Diphenylhydantoin Sodium in Epilepsy.—kKehrer treated 

patients with idopathic or residual epilepsy with diphenyl- 

hydantoin sodium derivatives. Two preparations, comital (0.05 

Gm. diphenylhydantoin sodium plus 0.1 Gm. n-methyl-ethy! 

phenyl barbituric acid [mephobarbital ] ) and comital L (0.05 

Gm. diphenylhydantoin sodium plus 0.05 Gm. n-methyl-ethyl 

phenyl barbituric acid[mephobarbital] plus 0.05 Gm. phenobar- 

bital sodium) were employed. One-half to one tablet was 
administered three times daily. The number of the attacks was 
reduced in nearly all patients, or the attacks became less severe. 

The drugs could be used for ambulatory treatment because of the 

complete absence of untoward reactions, such as headache, ver- 

tigo, vomiting, tremor or ataxia. Only 1 patient complained of 
anorexia and dysphagia, which may occur in epileptics in the 
absence of any treatment. Many patients remained free from 


\attacks for several months as long as they were taking the drug 


in the prescribed dosage, but attacks recurred when the drug 
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was discontinued or a substitute preparation used. The highly 
satisfactory results obtained with comital are due to the union of 
diphenylhydantoin sodium with mephobarbital. 


Nordisk Medicin, Stockholm 
42:1355-1386 (Aug. 19) 1949. Partial Index 


Insufficiency in Collapse Treatment of Pulmonary Tuber- 
culosis. G. Birath.—p. 1355. 

Peptic Esophagitis. Esophageal Peptic 

*Electrocardiogram in Hypercalcemia. O., 
Unilateral Renal Tuberculosis. Lesion of 
Nephrectomy. Bacillemia. Recovery on 

A, Steinbock.—p. 1375. 

Uterus During Delivery in Case 
Englund and E. Odeblad.—p. 

Myelography with Contrast 

1378 


Pulmonary 


P. Berdal.—p. 1360. 
1364. 
Vein in Difficult 


with Strepto- 


Ulcer. 
Ljung.—p. 
Iliac 
Treatment 

mycin, 
Rupture of 
Uter 1s. Ss. 


with Hemangioma of 
1376. 


Medium. S. Lindgren 


Complications im 
Ribbing.—p. 

Electrocardiogram in Hypercalcemia.—Ljung says that 
observations on the electrocardiogram in hypercalcemia are too 
Prolonged conduction time 


and S 


tew to allow definite conclusions. 
has been established in some cases, as in his case of hyper- 
caleemia due to parathyroidism, and the Q-T interval is short- 
ened at times, but this change is as a rule without clinical 
Che Q-T interval seems to be less affected by 
decided increase in the serum calcium level than by pronounced 
reduction in it. In his 5 cases of hypercalcemia due to vitamin 
lL). therapy the T waves were broad and rounded. Although the 
electrocardiogram in hypercalcemia is not pathognomonic, when 
a short Q-T interval is observed, especially in combination with 
broad, rounded T waves, hypercalcemia should be borne in mind. 
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Pathophysiology of Joints with Special to Synovitis and Its 
Treatment. G. Nystrom.—p. 1387. 

"New Serologic Reaction in Chronic 
Schlossmann.—p. 1390, 

Their Treatment. C. Hirsch.—p. 1394. 

Pneumonia in Children After Sulfonamide and Penicil- 

Hovding.—p. 1397. 

Chemotherapeutic 
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Otitis. N, Lundgren.—p. 


Polyarthritis. N. Swartz and K. 


Scolioses and 
*Mortality from 

lin Treatment. G., 
Local Administration of 

Proctitis. E. Millbourn.—p. 
*Penicillin Therapy in Acute 
Solitary Non-Parasitic Hepatic Cysts. O. Knutrud.—p. 
New Ear Guard. U. Siirala.—p. 1406. 


New Serologic Reaction in Chronic Polyarthritis.— 
Svartz and Schlossmann found that, although agglutinins against 
sheep blood corpuscles can as a rule be eliminated by absorption 
with unsensitized red sheep cells, the agglutinins which clump 
sensitized sheep cells in serums from patients with chronic 
polyarthritis cannot be absorbed by normal, or unsensitized, 
sheep cells. This absorption test seems to be specific for chronic 
polyarthritis. All rabbit and swine serums immunized with 
enterococci agglutinated sheep blood corpuscles, and pneumococci 
type 42 gave hemagglutination. Serum from rabbits inoculated 
with the strain of streptococci generally used in the Scandivanian 
countries for the streptococcic agglutination reaction gave no 
agglutination with either normal or sensitized sheep blood 
corpuscles in higher titer than serum from control animals; 
tests with other bacteria were likewise within normal limits. 

Mortality from Pneumonia in Children After Sulfona- 
mide and Penicillin Treatment.—Sulfonamide compounds, 
penicillin or combined penicillin-sulfonamide treatment was given 
in Aker Hospital during the last ten years in 198 cases of 
pneumonia in children aged to 11 years. There were 18 deaths 
(9.1 per cent), 15 among the 44 patients in the first year of life. 
Excluding the 14 deaths which occurred during the first twenty- 
four hours, the mortality rate was 2.2 per cent. H@vding saw no 
significant difference in the results of sulfonamide therapy and 
of penicillin treatment. Pneumonia in the first year of life is 
extremely grave in spite of all modern therapeutic measures. 
The importance of early effective treatment is stressed. 

Penicillin in Acute Otitis.—Penicillin can and should be 
given, Lundgren asserts, possibly in combination with a sulfona- 
mide preparation, even in acute otitis of several weeks’ duration, 
as this type heals almost as quickly with penicillin therapy as do 
more recent types. Penicillin treatment can be applied even 
in mastoiditis, but in cases with roentgenologic changes combined 
operative and penicillin treatment is preferred. Penicillin should 
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be given to the patient for several days after discharge from 
the ear has ceased to avoid recurrence of the infection. In the 
Ear Clinic in Lund administration of penicillin has been con- 
tinued for four to seven days after cessation of the discharge, 
the time depending in part on the duration of the otitis, but 
whether this dosage is sufficient in all cases is a question. In 
patients with repeated recurrences the possibility of a con- 
tributory allergic cause should be considered. 


Schweizerische medizinische Wochenschrift, Basel 
79:793-816 (Sept. 3) 1949 


* Dosage rf Streptomycin and Neurotoxic Secondary Effects. 
. 

Peridural Anesthesia. C. Brunner and A. Iklé.—p. 799. 

*Degree of Utilization of Prothrombin in Hemorrhagic Diatheses. A. Baserga 
and P. de Nicola.—p. 801. 

Studies on Aborted Human Ova: Early Malformations and Their Causes. 
Malformed Ova or Moles and Their Hormonal Activity. O. Kaeser. 
—p. 803. 

Neurotoxic Secondary Effects of Streptomycin.—<Ac- 
cording to Graf the large doses of streptomycin used at first 
are no longer considered necessary. Lower dosage levels, 
therapeutically effective, avoid the secondary neurotoxic effects, 
particularly on the hearing apparatus. He studied the relationship 
between dosage levels of streptomycin and secondary neurotoxic 
effects on 50 adults and 20 children, who received a constant 
streptomycin dose by intramuscular injection for at least thirty 
days. By adaptation of the dose to the body weight of the ;atient, 
it was possible to avoid impairment of hearing and disturbances 
in the vestibular apparatus. In adults the daily dose for intra- 
muscular administration should never be in excess of 24 mg. per 
kilogram of body weight, because higher doses may produce 
serious irreversible vestibular disturbances. A dose of 20) mg. 
per kilogram (divided into two injections per day), a dose 
exerting an adequate therapeutic effect, frequently produces 
vertigo but rarely irreversible disturbances. It is acvisable 
temporarily to interrupt administration of streptomycin if vertigo 
develops. Secondary effects on the vestibular nerve are much 
less frequent when the daily dose is 16 mg. per kilogram of 
body weight. But even with this dosage disturbances are possible 
when the excretory function of the kidney is impaired. If the 
renal function is normal, the dose of 16 mg. per kilogram can 
be continued despite the occurrence of vertigo. Children are less 
sensitive to the neurotoxic effects of streptomycin and larger 
doses can therefore be given to them. Severe disturbances in 
héaring develop only with rather high dosage and especially 
with intrathecal administration. An intramuscular dose of less 
than 24 mg. per kilogram causes no disturbances in hearing, 
provided renal elimination is normal. The high and to a lesser 
extent the low frequencies are the ones affected in cases in which 
mild degrees of hardness of hearing result. In the severe degrees 
all frequencies are uniformly impaired. Mild forms of impaired 
hearing may subside, but the severe forms do not. 


Prothrombin in Hemorrhagic Diathesis.—Baserga and de 
Nicola discuss some of the quantitative relationships of pro- 
thrombin, thrombin, fibrinogen and fibrin and call attention te 
factors that may throw light on obscure points in the pathology 
of coagulation, such as the absence of retardation in coagulation 
time in spite of severe thrombopenia in Werlhof's disease. The 
authors show that investigations on the degree of utilization 
of prothrombin in hemorrhagic diatheses revealed that in the 
presence of normal conditions of coagulation only a 
quantity of prothrombin, which was not utilized during the 
coagulation, can be demonstrated after coagulation has taken 
place. In hemophilia and essential or secondary thrombopena, 
however, considerable quantities of unutilized prothrombin 
remain in the serum. A close relationship exists between 
number of thrombocytes and the degree of utilization of pro 
thrombin: reduced utilization in the presence of low thrombocyt® 
count and increased utilization in the presence of increas 
numbers of thrombocytes. The study of the degree of utilization 
of prothrombin in hemorrhagic diatheses provides more valuable 
information about the physiopathologic conditions of the first 
phase of coagulation than do the customary methods of examr 
nation. The authors describe the technic of the determination 
of the unutilized prothrombin content. 


K. Graf. 
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Book Notices 


THE REVIEWS HERE PUBLISHED HAVE BEEN PREPARED BY COM- 
PETENT AUTHORITIES AND DO NOT REPRESENT THE OPINIONS 
OF ANY OFFICIAL BODIES UNLESS SPECIFICALLY STATED. 


The New York Academy of Medicine: Its First Hundred Years. By 
Philip Van Ingen. Number VIII of the History of Medicine Series 
Issued Under the Auspices of the Library of the New York Academy of 
Medicine. Cloth. Price, $10. Pp. 573, with 46 illustrations. Columbia 
University Press, 2960 Broadway, New York 27; Oxford University 
Press, Amen House, Warwick Sq., London, E.C.4, 1949. 

More than a hundred years ago, when quacks and irregular 
practitioners were rampant in New York City, they, in a way, 
were responsible for the founding of the New York Academy of 
Medicine. In the prologue to Dr. Van Ingen’s book is an 
interesting account of a dinner attended by about 80 “gentle- 
men.” The dinner and the entertainment “passed off in the 
greatest harmony,” and, after the major part of the celebrants 
had retired, about 40 remained to prolong the festivities and 
to organize a meeting to discuss the establishment of a local 
medical organization having as an objective “the purification of 
the professional bedy.” Thus was conceived the New York 
Academy of Medicine. On Jan. 6, 1847, at an organization 
meeting, 132 of those present signed the constitution. One of 
those present declined to sign, not approving of the constitution. 
Today the New York Academy of Medicine has more than 
2,000 »hysicians as members, with an endowment of $4,500,000 
and with its own capacious building and library. In preparing 
to write this book the author read 6,000 pages of minutes of 
stated meetings and meetings of trustees and councils. He has 
put tovether an account of the activities of the academy in its 
first hundred years. The various chapters are headed by the 
names of presidents of the academy, and in them are reviewed 
the principal activities carried on year by year. Among the presi- 
dents are many famous men of American medicine. The New 
York \cademy of Medicine has been an effective force in the 
“purification of the professional body” and in making the 
community a better and more healthful place. 


Failure of the Heart and Circulation. By Terence East, M.A., D.M., 
FR.C.P.. Physician-in-charge of Cardiological Department, King’s Col- 
lege Hospital, London. Second edition. Cloth. Price, 8s.6d. Pp. 144. 
Staples l’ress, Ltd., Staples House, Mandeville Place, 14 Great Smith 
St, London W1; 70 E. 45th St., New York 17, 1948. 

Much progress has been made in the knowledge of the 
mechanism of heart failure since the first edition of the book, 
and Dr. East was forced to make such an extensive revision 
that this edition is practically a new book. However, some mate- 
tial has been telescoped so much that it appears incomplete. This 
is particularly true of the discussions on failure of the coronary 
arculation and of peripheral failure, which together occupy only 
thirteen pages. In spite of the brevity of the book, most of the 
important new work is included. There is an excellent, non- 
technical presentation of present concepts of congestive heart 
failure. Each of the symptoms and signs of heart failure is 
explained on the basis of physiologic mechanisms. The difficult 
subject of acute left ventricular failure is well handled. Cor 
pulmonale (right ventricular failure), however, is only super- 
fcially dealt with. The treatment of heart failure is too brief. 
The use of the cardiac glycosides and mercurial diuretics is 
certainly not up to the commonly accepted standards here in 
America. For instance, what modern American doctor would 
follow advice to use Guy’s pill in the treatment of congestive 
heart failure? Dr. East still suggests the use of tincture of 
digitalis, which is a practice that was generally abandoned in 
the United States over twenty years ago in favor of the 
powdered leaf in tablet form. Since this volume is so concise, 
tis unfortunate that there is no bibliography so that the reader 
could refer to the original articles for more complete data. The 
author has in general done an expert job in giving a clear 
picture of a subject which is now so confusing, because many 
of our concepts that have stood the test of years have been 
fudely overthrown by recent experimental data. The book is 
‘sy to read and, therefore, should be of value to the busy 


doctor who likes to keep up with modern advances in the field 
of heart failure. 
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Die Seele ist alles: Von der Damonologie bis zur Heilhypnose. Von 
Dr. Franz Vélgyesi. Deutsche UWbersetzung von Franz Felszeghy. [Die 
ungarische Originalausgabe (4. Auflage) erschien 1941 im Verlag Dante 
Kényvkiadé6, Budapest, unter dem Titel, “Min den a lélek.”] Cloth. 
Pp. 399, with 192 illustrations, Orell Fiissli Verlag, Niischelerstr. 22, 
Zurich, 1948. 

“The Soul Is Everything” is the title of a book which the 
author identifies as “more or less of an exposition of himself” 
(Selbsbekenntniss). With considerable erudition he discusses 
the views of many philosophers and psychologists bearing on 
the nature of the soul or mind. The volume includes illustra- 
tions both from notable works of art bearing on psychiatric 
states and from present day practices in the field of hypnosis— 
a feature which can prove of interest to many psychiatrists. 

The author maintains that what distinguishes living matter 
from all else is, in his terms, “the soul.” In this he goes even 
further than Kretschmer, who stated that the soul is everything 
which we accomplish, comprehend, feel, represent and desire. 
He believes that through the brain and the nervous system 
the soul controls the functions of the body and thereby every 
healing process. This belief is fundamental to his views on 
hypnosis and suggestion. Among the many and divers topics 
which he discusses and illustrates from his personal experience 
is spiritualism. He does not believe in table lifting and “primi- 
tive materialization,” but in the existence of a spiritual world, 
based on what he considers amazing results which he has 
witnessed during experiments with mediums. 

It is possible to classify the author’s treatise as profound, 
if not altogether sound; as exhibiting wide knowledge, if not 
always precise thinking, and as of philosophic interest, if not a 
strictly scientific or clinical text. 


Die Tuberkulose des Kindes: Ein Lehrbuch aus der Kinderheilstatte 
Wangen im Aligau. Von Dr. med. habil. Heinrich Briigger, Dr. med. 
habil. Reiner W. Miiller und Dr. Maria Birkenfeld. Half-cloth. Price, 
$5. Pp. 340, with 209 illustrations. Georg Thieme, Diemershaldenstrasse 
47, Stuttgart-O; imported by Grune & Stratton, Inc., 381 4th Ave., New 
York 16, 1948. 

This German textbook on tuberculosis in children contains 
sections describing the pathogenesis, diagnosis and treatment of 
pulmonary lesions at considerable length. Shorter sections 
describe the various forms of extrapulmonary tuberculosis. 

The clinical course and variations of primary and reinfection 
lesions in children are given in great detail. The material is 
illustrated with reproductions of many roentgenograms. Dis- 
cussion of diagnosis and prognosis is sound and informative. 

This book is rendered practically obsolete by the fact that it 
was written before the discovery of streptomycin. The authors 
were unable to review non-German literature after 1939. This 
has resulted in failure to consider recent advances in theories 
of pathogenesis. 

This book cannot be recommended as a textbook for students 
or practitioners because of the shortcomings mentioned. It may 
be of interest to those who wish a detailed description of 
German pediatric tuberculosis work in the prestreptomycin era. 


Child of Destiny: The Life Story of the First Woman Doctor. By 
Ishbel Ross. Cloth, $3.50. Pp. 309, with portrait. Harper & Brothers, 
49 E. 33d St., New York 16; 90 Great Russell St., London, W.C.1, 1949. 

This is a warm and friendly portrayal of a truly unusual per- 
son, wlfo probably would have risen to equally great heights had 
she entered the ministry or legal profession; one wonders that 
attitudes which confronted Elizabeth Blackwell ever actually 
existed and is grateful because they no longer exist. 

Understanding of why this child of destiny finally took up 
the study of medicine is provided in the first five chapters, which 
recount the trials and troubles of her family during life in Eng- 
land, New York City and Cincinnati. Undoubtedly the demands 
of pioneer life combined with the somewhat stern, but still 
entirely acceptable, precepts of her adored father to strengthen 
the will that Jed finally to the study of medicine. She wrote, 
when, at the age of 24, this decision was made, “The idea of 
winning a doctor’s degree gradually assumed the aspect of a 
great moral struggle, and the moral fight possessed an immense 
attraction for me.” 

And fight it was, with bitter obstructien presented at every 
turn. Despite sneers, snubs and rejection by the “good” people, 
Dr. Blackwell went through with her program, and from there 
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on the road was somewhat easier, though far from smooth. 
\lways a campaigner, Dr. Blackwell was a militant leader in 
fields that were truly new at that time, including sex hygiene 
and the general campaign for moral reforms. One of her posi- 
tive contributions to the profession that had disdained her was 
the establishment of the New York Infirmary for Women and 
Children in 1857, from which resulted similar institutions in 
England and in which she was backed by such prominent 
figures as Horace Greeley and Florence Nightingale. An 
abolitionist of long standing, she took an active part in medical 
and nursing service to the Union forces in the Civil War, help- 
ing to select the nursing staff for the Union armies. 

Inspiration is contained on almost every page of this history 
of a remarkable woman, written as an intimate, personal account 
that brings in as counterfoils family members, friends and pro- 
fessional associates. Elizabeth Blackwell, dying at the age of 
89 in the England from which she came, was a pioneer from 
whose ventures much good has sprung. 


Diseases of the Fundus Oculi with Atlas. By Adalbert Fuchs, M.D 
rranslated by Erich Pressburger, M.D. Edited by Abraham Schlossman, 
M.D First English edition Leather. Price, $30. Pp. 337, with 322 
illustrations. The Blakiston Company, Division of Doubleday & Company, 
Inc., 1012 Walnut St., Philadelphia 5, 1949. 

This book is an example of book making in its highest form. 
Most noteworthy is the inclusion of forty-four full pages of 
color plates showing conditions of the fundus in histologic 
detail and with the corresponding ophthalmoscopic appearance. 
These beautiful plates, made from original colored drawings 
rather than photographs and processed by Franz Deuticke in 
Vienna, are illustrative of the most adequate method of teaching 
through correlation of clinical appearance and microscopic find- 
ings. A full description of each plate is included in a separate 
section. It is unfortunate that this material could not have 
been arranged more conveniently for simultaneous perusal of 
each drawing and its corresponding description, but it is readily 
understood that technical difficulties would have added consid- 
erably to the expense. 

The main body of the book is concerned with chapters on 
the various forms of the normal fundus, congenital anomalies, 
diseases of the optic nerve, glaucoma, diseases of the retina, 
diseases of the choroid, driisen, tuberculosis, syphilis, myopia, 
tumors, detachment of the retina and injuries. There is a full 
description with adequate illustrations in black and white, includ- 
ing references to etiology, pathology and treatment of the various 
lesions. The author persists in the use of much of the older, 
largely discarded terminology, such as retinitis instead of 
retinopathy in noninflammatory diseases involving the retina. 
No effort is made to present any logical description of arterio- 
sclerosis and hypertensive changes in the retinal vessels according 
to any of the modern classifications. In spite of these deficiencies, 
the volume is of great value because of its attempt to consider 
diseases of the fundus from a basic pathologic approach. 


Principles of Human Genetics. By Curt Stern. Cloth. Text edition 
$5.50; trade edition $7.50. Pp. 617, with 198 illustrations by Aloha 
M. Hannah. W. H. Freeman and Company, 549 Market St., San Fran- 
cisco 5, 1949. 

Although written primarily for college use, this volume con- 
tains a large amount of material that will be of interest and 
assistance to the average physician. As the author suggests, 
it is important to be able to give sound advice on heredity to 
the many persons who turn to physicians for this help, and 
there can be no question that genetic counseling is becoming 
a field of increasing importance. 

Somewhat familiar ground is covered in the chapters dealing 
with reproduction, genic action and chromosomes, but there 
are several chapters in the latter part of the book that physicians 
can read to advantage. Among these may be included prenatal 
interactions, sex determination, consanguinity, medicolegal appli- 
cations of genetics, sex linkage, multifactor inheritance and 
heredity and environment. 

Stimulus to more complete understanding of the topics pre- 
sented is provided in problems at the end of each chapter. Also 
of value are extensf#e reference lists after each chapter. 
Especially well done is the final chapter, dealing with the origin 
of human diversity and the future of biologic evolution. 


NOTICES 


Morfologiske sperma- og testis-underségelser med serligt henblik paa 
forholdet mellem abnorm spermiemorfologi og forekomsten af pato. 
logiske forandringer {1 testiklerne. [By] Harold Olesen. [Morphologic 
Studies on Sperm and Testes, with Special Consideration of Relation 
Between Abnormal Sperm Morphology and Occurrence of Pathologic 
Changes in Testes.) With an English Summary. Denne afhandling 
er af det legevidenskabelige Fakultet antaget til offentlig at forsvares 
for den medicinske Doktorgrad, Kgbenhavn, 1948. Paper. Pp. 269, 
with 58 illustrations. Ejnar Munksgaards Forlag, N@rregade 6, Copen- 
hagen, K, 1948. 

The author presents his investigations and findings in deter- 
mining whether, in men, there is any connection between the 
morphologic sperm picture and pathologic changes in the testes. 

The material examined was obtained from cadavers of 187 
persons, aged 15 to 83 years, who died sudden, natural deaths 
or by accident, murder or suicide. Smears were secured from 
the epididymides. Testis sections were made at three different 
levels. In addition, testicular biopsies from 64 patients were 
also secured for comparison with the cadaver material. 

The author’s conclusions were about as follows: 1. Ne 
increase in the number of abnormal spermatozoal heads can be 
demonstrated with advancing age. 2. Persons with sterility 
problems possess more than 20 per cent abnormal spermatozoa. 
3. It has not been possible to demonstrate any decline in the 
diameter of the tubules with advancing age or any greater 
extension of degenerative changes in the age group over 50. 
4. Pathologic changes in the testes are classified as: (a) 
developmental anomalies (testicular hypoplasia), (b) degenera- 
tive changes and (c) testicular fibrosis (and inflammatory 
changes). 5. A correlation was made of the number of abnormal 
spermatozoal heads in the semen and the weight of the testes; 
with decreasing weight of the testes there is a clear tendency 
toward an increasing number of abnormal spermatozoa in the 
semen. 6. The changes observed at biopsy are of such uneven 
distribution that discrepancies may be expected between the 
sperm findings and the biopsy indications. 

Examination of testicular biopsies should be considered a 
valuable method in deciding whether a case of azoospermia is 
obstructive or not and in defining certain conditions which may 
prove suitable for treatment. 


Biomicroscopy of the Eye: Slit Lamp Microscopy of the Living 
Eye. Volume tl. By M. L. Berliner, M.D., Assistant Professor of Clin- 
ical Surgery (Ophthalmology), Cornell University Medical College, New 
York. Cloth. $35; $50 per set of two volumes. Pp. 727-1512, with 
illustrations. Paul B. Hoeber, Inc., Medical Book Department of Harper 
& Brothers, 49 E. 33d St., New York 16, 1949. 

The second of two volumes dealing with biomicroscopy of 
the eye constitutes an attractive and accurate presentation of 
the inner parts of the eye. It is a combination clifical guide, 
textbook and atlas on slit-lamp examination of the living eye 
which features concise descriptions of practically every known 
condition of the iris, lens and vitreous. It will be found to be 
of unusual clinical usefulness to the ophthalmologist who wants 
to perfect himself in this branch of ophthalmologic examination. 
The descriptions are clear and to the point, with the biomicro- 
scopic appearance beautifully illustrated. The eight-color plates 
faithfully reproduce the colors of the originals. The 11 page 
bibliography is exceptionally complete. This is the only thorough 
and comprehensive atlas on this subject in the English language, 
and it merits a place in every ophthalmologist’s library. 


Fundamentals of Otolaryngology: A Textbook of Ear, Nose and 
Throat Diseases. By Lawrence R. Boies, M.D., Clinical Professor of 
Otolaryngology, Director of Division of Otolaryngology, University of 
Minnesota Medical School, Minneapolis, and Associates: Charles B- 
Connor, M.D., and others. Cloth. $6.50. Pp. 443, with 184 illustrations. 
W. B. Saunders Company, 218 W. Washington Sq., Philadelphia 5; 7 
Grape St., Shaftesbury Ave., London, W.C. 2, 1949. 

This clearly written, handsomely published book is the out- 
growth of a plan for teaching the undergraduate medical student 
the fundamentals of otolaryngology. It has been prepared with 
the competent assistant of several collaborators. Although 
is not intended as a complete reference book, the subject matter 
is condensed in useful form, the material is up to date and the 
illustrations emphasize significant points. References appear at 
the end of the clinical chapters and refer mainly to the literature 
of recent years. The book should prove popular as a teaching 
vehicle throughout the medical schools of the country. It 8 
recommended, as well, for the day by day requirements 
physicians who are not specialists. 
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Queries and Minor Notes 


Tue ANSWERS HERE PUBLISHED HAVE BEEN PREPARED BY COMPETENT 
AUTHORITIES. THEY DO NOT, HOWEVER, REPRESENT THE OPINIONS OF 
ANY OFFICIAL BODIES UNLESS SPECIFICALLY STATED IN THE REPLY, 
ANONYMOUS COMMUNICATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
BE NOTICED, EverRY LETTER MUST CONTAIN THE WRITERS NAME AND 
ADDRESS, BUT THESE WILL BE OMITTED ON REQUEST. 


POLIOMYELITIS CARRIERS 
To the Editor:—I am chief of staff of an eye, ear, nose and throat hospital, 
and a committee has asked us to take over patients convalescing from 
anterior poliomyelitis for physical therapy. What are the probable chances 
of these patients being carriers of poliomyelitis, and, if they were, how long 
would they continue to be carriers? | understand that the general hospitals 
in our city are going to take convalescent patients for physical therapy, 
for they do not consider them contagious or carriers of the disease. 
Are the general hospitals in Chicago and other cities taking such patients? 
In hospitals which have done so, what has been the reaction of the 


public? D. H. Anthony, M.D., Memphis, Tenn. 


Answer.—Poliomyelitis virus has been found in the stools 
of recognized patients as well as unrecognized carriers over a 
period of two to four weeks, occasionally as long as twelve 
weeks. In the nasopharyngeal secretions the virus may be 
demonstrated for a shorter time, usually not more than three 
to five days after onset. Its duration in the nasopharyngeal 
secretions of persons with unrecognized infections is unknown. 
The incubation period is usually seven to fourteen days, and 
the period of greatest communicability apparently is covered 
by the latter part of the incubation period and the first week of 
the illness. It must be realized that during an outbreak of 
poliomyelitis the number of unrecognized carriers in the com- 
munity greatly exceeds the number of diagnosed cases. A total 
of 1,242 hospitals now admit patients with acute and convalescent 
poliomyelitis. The public has been enthusiastic about hospitals 
receiving poliomyelitis patients, and to our knowledge no fear 
has been engendered by this action. 


DILATION FOR URETHRAL STRICTURE 

To the Editor:—A physician sustained, while in the service in March 1944, 
multiple fractures of the pelvis with traumatic rupture of the posterior 
urethral opening. Subsequently a stricture formed which required dilation 
from time to time. There had been recurrent attacks of cystitis. In 
February 1949 (five years after the initial trauma), there was still a 
severe stricture (posterior urethral opening) with obstruction at the bulb 
detected with the aid of a filiform bougie F16. All the symptoms of 
stricture with recurrent cystitis still occur. Dilation has been done at 
intervals of one, two, three or six months. Will this stricture be perma- 
nent? Is there need for further dilation in view of such frequent previous 
treatment, or will dilation be necessary for the remainder of the patient’s 
life? Louis L. Dolinsky, M.D., Woodside, L. 1., N. Y. 


ANSWER.—Traumatic strictures such as described associated 
with frequent need for dilation and recurrent attacks of cystitis 
are common. The most common problem in controlling infec- 
tion and protecting the uppér part of the urinary tract is regular 
dilation of the strictured aréa. If the posterior urethral nar- 
rowing is the predominant factor, resection of the vesical neck 
transurethrally will frequently be of benefit. If the bulbomem- 
branous stricture is the paramount cause of trouble,’ frequent 
dilation is usually the most helpful form of treatment; in some 
instances an internal urethrotonty has been performed with good 
results. The patient will probably require dilation at regular 
intervals the rest of his life. 


SALT-FREE DIET AND EPILEPSY 
To the Editor:—Is there any objection to the use of the salt substitutes in a 
patient who has had several grand mal epileptic seizures on the last 
day of or the day after her menstrual period? This girl is 21 
and healthy. Diphenylhydantoin sodium, 1% grains (98 mg.) given 
three times daily, prevents epileptic seizures. Failure to use medication 
resulted in one severe seizure during her pregnancy. { am having difficulty 
Persuading her to eat a salt-free diet. Suggestions regarding her care 
will be appreciated. A family history of epilepsy does not exist. 
Eimer G. Koehler, M.D., Elkhart, Ind. 


ANsweR.—A constant salt intake is necessary for the epileptic 
Patient who is taking bromidés; otherwise, salt does not play 
a role in epilepsy, and maintenance of a salt free or other special 

. 8 unnecessary. . Since the patient is symptom free when 

& diphenylhydantoin sodium, she needs only to follow the 
rules for maintenance of good health. 
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CALCINOSIS 
To the Editor:—Please give a brief outline of the causes, perversions of 
function symptoms, and treatment of calcinosis circumscripta? 
Walter E. Vest, M.D., Huntington, W. Va. 


ANsweER.—Calcinosis is a rare condition in which abnormal 
deposits of calcium salts are formed in the skin, subcutaneous 
tissue and other ‘parts of the body. There are two recognized 
forms: (1)° calcinosis circumscripta, in which the abnormal 
deposits are limited to the skin and subcutaneous tissue, and (2) 
calcinosis universalis, in. which tendon sheaths, nerves and 
muscles may be the site of calcification. 

The cause of the disease is unknown. Calcinosis circumscripta 
occurs more commonly in female subjects and in the older age 
group. The disease may occur alone or in association with other 
conditions, especially scleroderma and Raynaud's disease. Atkin- 
son and Weber reported that in 135 cases of calcinosis circum- 
scripta there were vasospastic lesions of the extremities in 52 
per cent. This would indicate that vasospasm plays some part 
in the causation of the disease. At the Mayo Clinic, however, 
of 200 patients with Raynaud’s disease only 2.5 per cent showed 
abnormal calcification. Some other factor, therefore, must be 
looked for to explain the calcification. Kleinmann found that 
injured tissues and tissues in a necrotic area have an alkaline 
reaction. It is known that alkalinity favors the precipitation 
of calcium salts in vitro. This would explain calcification in 
myositis ossificans in which injury and hemorrhage precede 
calcification. In most cases of calcinosis, however, there is no 
history of trauma. Hoffmeister suggests that calcification in 
arteries and other tissues is due to the low carbon dioxide tension 
of arterial blood, which produces a relative alkalinity favoring 
precipitation of calcium salts. Burge and his associates advance 
the hypothesis that active, injured and dying tissues are electro- 
negative to inactive, uninjured and sound tissues. Calcification 
may be due to a combination of positively charged calcium ions 
of the blood with the negatively charged phosphate ions of the 
injured tissue. Calcinosis has been explained, therefore, on the 
basis of local tissue changes, since abnormal calcium metabolism 
has never been proved in this disease. Calcium, phosphorus and 
phosphatase levels in the blood are always within normal limits. 

In calcinosis circumscripta the clinical picture is clear. The 
deposits are usually symmetric, and the extremities are exclu- 
sively affected, particularly the upper extremities and fingers 
(sclerodactylia). It affects mainly middle-aged persons. The 
deposits are usually about the joints, but not in the joints or 
joint capsule, only the soft tissues. Usually there are no con- 
stitutional manifestations. The chief complaint is frequently a 
nodule under the skin. The nodules are partially movable and 
painless at first. Later, the overlying skin becomes inflamed 
and tender, finally breaking down and discharging a chalky type 
of material which contains calcium carbonate and calcium phos- 
phate. The ulcers produced are deep and painful but heal 
spontaneously. Lesions about the joints may cause considerable 
limitation of motion, but muscle atrophy is rare. The course 
in calcinosis circumscripta tends toward gradual resorption. The 
prognosis is in general favorable. 

Therapeutic efforts in this disease have been directed to pre- 
vention of further deposits of calcium and decalcification of 
deposits already present. “Cures” have been reported with 
numerous and varied treatments. Disodium phosphate has been 
used in an effort to lower the absorption of calcium from the 
gastrointestinal tract. If a negative calcium balance is created, 
the skeleton will use the calcium deposited in the skin for the 
production of bone. This form of treatment has been more 
successful in growing children.” Kennedy has reported a cure 
with the use of the ketogenic diet; which by its high fat content 
forms calcium soaps in the gastrointestinal tract. These are not 
absorbed, and a negative calcium balance is thus created. 
Skosogorenko, in an effort to produce a negative calcium bal- 
ance, used ammonium chloride and noticed lowering of the 
blood calcium level,. increased excretion of calcium in the urine 
and diminution of the size of the deposits. Following the same 
line of thought many investigators favor the low calcium and 
low vitamin D diet. If the disease is associated with vasospastic 
lesions, sympathetic block and removal of the upper thoracic 

ganglions should be tried. 


As for local treatment, if any of the calcified nodules. cause 
pain or limitation of function they may be removed surgically. 
When the calcium deposits are extensive and operation is con- 
sidered,. prophylactic use of sulfadiazine or penicillin is recom- 
mended. Spontaneous cures often occur, and for this reason 
it is difficult to evaluate treatment until more is known about 
the pathogenesis of the disease. 
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DIFFICULT DIAGNOSIS OF POSSIBLE FACTITIOUS CONDITION 

To the Editor:—A healthy 13 year old girl fell on her outstretched hand in 
October 1948, and while she was prone her wrist was trod on. Swelling 
and pain developed over the distal part of the ulna. Roentgenograms did 
not show any abnormalities, the right wrist being used for comparison. 
Supportive treatment and wet dressings were given. The process subsided 
somewhat in a few days, and then pain and disability recurred. About 
one week following injury the patient began to have a fever, with a daily 
rise of temperature to 102 F. at first and later as high as 104F. Fever 
wos accompanied with a fairly circumscribed area of heat and redness on 
the dorsum of the wrist, which on the following day would appear ecchy- 
motic with a slight but definite lumpy subcutaneous thickening. Pain 
continued to @ moderate degree and was aggravated by flexion and 
extension of the wrist. There was no lymphangitis or adenitis. Fever 
persisted for about ten weeks with no response to sulfonamide drugs or 
penicillin. Blood cell counts, sedimentation rates and results of urin- 
alysis were normal. Several blood cultures were negative; roentgenogroms 
of the chest and repeated roentgenograms of the wrist were normal. 
Roentgenograms of the nasal sinuses showed bilateral antral clouding, but 
antral puncture returned no pus and cultures were negative. A faint 
systolic murmur was detected, but the electrocardiogram was normal. 
Results of exomination for tuberculosis, brucellosis and typhoid were nega- 
tive. She was eventually given aureomycin, receiving fifteen 500 mg. doses 
in five days. Four days after this treatment had been discontinued the 
fever subsided and did not recur. Thereafter the redness and heat in 
the wrist were not so apparent, but there continued to be a fusiform 
rubbery swelling, particularly over the extensor pollicis longus tendon, 
which was moderately puinful and rather tender. In the latter part of 
January 1949 the dorsum of the wrist was explored, with the tentative 
diagnosis of chronic tenosynovitis. Several small collections of old blood 
were found in the subcutaneous fat and fascia, and, although most of the 
mucous sheaths were opened, no abnormalities were found. All of the 
hemorrhagic areas were cleaned out, cultured and examined pathologically 
with negative results. Subsequent clotting and bleeding time determina- 
tions and thrombocyte counts were within normal range. The result of 
the tourniquet test for capillary fragility on the other arm was negative. 
For three weeks after operation the patient wos relatively asymptoma- 
tic and there was no appreciable tenderness of the wrist. Then the 
process recurred—between the upper pole of the incisional scar and the 
elbow—redness, pain and heat followed by signs of subcutaneous hematoma. 
It is accompanied now with an evening temperature rise to 99-100 F. 
The patient has been receiving rutin and vitamin C in fairly large doses 
for about two weeks with no appreciable effect. Several surgeons, 
pediatricians and internists have seen the patient and have been unable 
to give @ diagnosis. James V. Halloran, M.D., Greenwich, Conn. 


ANsWeR.—It would seem that the lesion in the girl's wrist 
could be explained by an infectious process superimposed on a 
traumatic one, a neoplastic lesion or a factitial process. Under 
the most ideal conditions the bacteriologist cannot always isolate 
the infecting organism. Especially is this the case if the lesion 
has been treated with antibiotics. Further bacterial studies of 
material from the lesion, including cultures under aerobic and 
anaerobic conditions with special cultures for brucellosis and 
tuberculosis together with guinea pig inoculations, might help. 
One with negative biopsy results does not definitely exclude 
the possibility of a neoplastic process, as too often representative 
tissue is not obtained at the time of operation or the micro- 
scopic section does not include a diagnostic field. 

The only constitutional observation mentioned is a tempera- 
ture of 102 to 104 F. which lasted almost ten weeks. One would 
expect a prolonged fever of this degree to be accompanied with 
weight loss, lack of appetite, secondary anemia, increased leuko- 
cyte count and an elevated sedimentation rate. One would like 
to know whether an attendant was present when the thermometer 
was in the patient’s mouth. It is possible that a diagnosis in 
this case will eventually be established only by prolonged obser- 
vation together with the repetition of many roentgenograms and 
tests. 


MULTIPLE ENCHONDROMA AND PAGET’S DISEASE 
To the Editor:—What is the treatment of multiple enchondroma in alli 
fingers of both hands in an 8 year old boy? Is there any treatment which 
will limit in any way the progress of Paget's disease (generalized) in a 
40 year old woman and Paget's disease in only the left humerus in oa 
55 year old man? P. R. Dunn, M.D., Montreal, Canada. 


ANSWER.—1. Multiple enchondroma in the bones of the fingers 
of both hands cannot be completely eradicated. The patient 
should be carefully followed, and, if the tumors show evidence 
of destructive growth or deformity with impairment of func- 
tion, they should be treated by excision with or without bone 
grafting. Roentgen therapy is of no value. 2. The cause of 
Paget’s disease is unknown, and there is no treatment which in 
any way limits the progress of the disease. Roentgen therapy 
is sometimes of value in decreasing pain. Salicylates can also 
be given freely. A certain number of patients show sarcomatous 
changes in the affected bones, so that it is probably well to take 
roentgenograms of the affected areas yearly. 


MINOR NOTES 


PAIN IN CANCER OF UTERUS 
To the Editor:—A patient suffering from adenocarcinoma of the fundus of 
the uterus is unable to take any derivative of opium for pain, and to date 
100 mg. doses of meperidine hydrochloride seems to be sufficient. What 
would you recommend for the control of pain should meperidine hydro- 
chloride ultimately prove inadequate? M.D., New York. 


ANSWER.—It must be assumed that this patient has been sub- 
jected to approved methods of treatment and that these have 
failed to arrest the progress of the disease. Endometrial car- 
cinoma most frequently metastasizes to distant regions of the 
body and causes death before the discomfort is too severe. If 
there has been extension of the disease into the serous pelvic 
cellular tissues, then pain might be due to occlusion of the ureters 
with the resulting hydroureterosis and hydronephrosis or fixa- 
tion of the parametrial tissue with sacral nerve pain. If pyome- 
tra or hematometra is present, it would be advisable to probe 
the cervix to be sure there has been no retention. An intravenous 
pyelogram should then be made to determine urinary tract 
complication. If roentgen therapy has not been utilized, it 
should be employed, as it frequently controls pain as well as 
progress of the disease. Subarachnoid alcohol injection as 
described by Greenhill and Schmitz (Am. J. Obst. & Gynec. 
31:290 [Feb.] 1936) has a definite place in the control of intract- 
able pain. Should all of these methods fail, then posterior root 
section might be resorted to. 


SWELLING OF LOWER EXTREMITIES 


To the Editor:—Please discuss the status of obese women of middle age who 
complain only of an accumulation of water in the lower extremities. They 
usually have moderate anemia. Examination of the urine and blood and 
tests of renal function do not reveal abnormalities. The basal metabolic 
rate does not exceed normal limits; it may be low. |! have tried thyroid 
with limited success; the addition of estrogens, particularly in women with 
symptoms of estrogen deficiency, has helped. However, salt-poor diets 
and mercurials for diuresis have produced the best results. A water 
tolerance test and a trial injection of adrenal extracts did not appear 


to affect the complaints. R. J. Kent, M.D., Savannah, N. Y. 


ANSWER.—The cause of swelling of the lower extremities can 
be determined only by careful examination of the patient. It 
may be due to cardiac or renal disease, and it may be caused 
by obstruction to the venous or lymphatic return. Obstructions 
should be considered when the swelling is unilateral, for example 
following the thrombophlebitis occasionally associated with child- 
birth. Sometimes, definite cardiac or renal causes cannot be 
found and careful examination fails to reveal any obstruction to 
the venous return. Even examination of the blood may not reveal 
abnormal variations. This type of swelling is common in women 
and appears to be worse during the warm months of the year. li 
careful examination fails to reveal any definite cause and the 
patient's health appears to be good, the swelling may be disre- 
garded. Often this swelling is more pronounced preceding the 
onset of menstruation. At this time it is.not uncommon for 
women to gain as much as 5 pounds (2 Kg.), largely because of 
retention of water and salt. The administration of thyroid is 
usually not helpful, and it is probably unwise to subject such 
patients to a diet low in salt. The administration of estrogen 
usually does not reduce the swelling. It may, in some instances, 
actually make it worse. 


BERYLLIUM WOUNDS 


To the Editor:—Several references have been published lately on the poison- 
ous effect of beryllium dusts when they are introduced beneath the skin. 
| have seen no advice as to the immediate treatment of such wounds. 
| suppose that scrubbing them out completely with any antiseptic solution 
should remove the dust completely. Please give information on the immedi- 
ate treatment of such wounds. M.D., California. 


ANSWER.—The references to beryllium beneath or in the 
skin have been with respect to slivers of glass from broken 
fluorescent lighting tubes which were lined with a beryllium salt. 
Around the sliver of glass, coated with beryllium salt, there 
forms a nodule which on biopsy shows a sarcoid-like structure 
(Boeck). There is.no inflammatory reaction in the surrounding 
tissue. The nodules may be differentiated from sarcoid by the 
following factors: (a) the history of the patient’s having worked 
with beryllium; (b) the history of the patient’s having been cut 
by beryllium-coated glass; (c) there is usually only a single 
lesion and only at the injured site, and (d) there is absence of 
osseous involvement in the distal phalanges often seen in true 
sarcoid. Since inhaled beryllium dust causes pulmonary granu- 
lomatosis, it is likely that if it enters the skin through a cut oF 
abrasion it can cause sarcoid-like nodules at the site of entrance. 
The treatment consists in surgical excision of the nodule. Pre- 
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vention consists in immediate scrubbing of wounds made by or 
likely to be contaminated with beryllium and removing all 
foreign matter from them. 

Beryllium is no longer used in the new fluorescent lighting 
tubes. 


EPILEPSY 
To the Editor:—A patient, now 22 years of age, was given a diagnosis of 
cryptogenic epilepsy at the age of 16. At that time he had had three 
generalized seizures within five months. His encephalogram showed a gen- 
eral ventricular enlargement, apparently due to cerebral atrophy. The 
electroencephalogram suggested a deep left temporal or subtemporal epi- 
leptogenic lesion. Since 1945 the condition has been controlled with 
diphenylhydantoin sodium, 14 grains (98 mg.) three times a day and 
phenobarbital, 44 grain (33 mg.) in the morning and 11 grain in the 
afternoon. In March 1947, after twenty-four hours without any medica- 
tion, the patient had a grand mal seizure but has had no attacks since 
then. He had an appendectomy without complications last year and is 
apparently well in every way. Dosage has gradually been reduced to 
114 grain diphenythydantoin sodium once daily and 4 grain phenobarbital 
in the morning and 1 grain (65 mg.) in the afternoon. What is the 
prognosis? How fast should one proceed in withdrawing all medication? 
Would a repeat electroencephalogram be of any value? Does it ever 
revert to normal? Is such a patient safe in driving a cor or piloting an 
airplane? What is recommended with respect to marriage and offspring? 
W. Grobin, M.D., St. John’s, Newfoundland. 


Ans WER.—A diagnosis of cryptogenic (genetic) epilepsy seems 
hardly consistent with the observation of general ventricular 
enlargement and an electroencephalographic focus of abnormality. 
Three generalized convulsions in a 16 year old patient should 
not be sufficient to cause a pathologic condition of the brain, 
and, ii the atrophy and the focal lesion existed before the onset 
of epilepsy, then it would be a case of symptomatic rather than 
cryptogenic epilepsy. This question is principally important in 
answering the last question. If the epilepsy is from an acquired 
cerebral lesion, the chances of epileptic offspring are less than 
if the origin were “cryptogenic.” 

Repeated electroencephalograms help one to confirm the orig- 
inal diagnosis of a temporal lesion and to answer the questions 
about prognosis and elimination of medication. An abnormal 
electroencephalogram may revert to normal, although this is less 
likely in neuropathologic conditions. In view of the long remis- 
sion of seizures, the prognosis is good, although only a trial 
without medication will determine whether it can be discontinued 
permanently. If trial is undertaken, the present dose should be 
reduced by half and medicine eliminated at the end of a month. 
Operation of a moving vehicle would involve less risk if the 
person were to continue medication. Rules with respect to the 
licensing of operators differ for different states and countries. 


CARBON DIOXIDE IN AIRCRAFT 
To the Editor:—in commercial passenger aircraft, solid carbon dioxide (dry 


15 pounds (7 Kg.) are used on each flight. 
carbon dioxide. Many pilots worry about this condition in pressurized 
circraftt—the possibility of a sufficent concentration of carbon dioxide 
accumulating in the cabin and cockpit as to cause drowsiness and head- 
ache. Since in the pressurized DC-6’s and the Constellations the 
ized air is partially used over and over again, they feel that the 
obtain samples of air from aircraft for analysis. 
concentration of carbon dioxide that will produce symptoms x 
the maximum concentration of carbon dioxide that the human being 
breathe and still remain conscious? 3. Is a maximum concentration 
8 per cent sufficient to prove fatal? 4. What is the rate of evaporation 
carbon dioxide in solid carbon dioxide? 5. How much volatile carbon 
dioxide is compressed in 1 pound (0.05 Kg.) of solid carbon dioxide? 
Herbert F. Fenwick, M.D., Chicago, Ill. 


Answer.—In six experiments men breathed recirculated air 
for periods of thirty-five to seventy-two hours in sealed spaces 
of such size as to provide 500 cu. ft. (14 cu. M.) of air volume 
per man. Exposures in atmospheres of carbon dioxide concen- 
trations up to 5 per cent and reduced oxygen concentrations 
as low as 12 per cent did not seriously impair the physical 
condition and efficiency of the subjects as evaluated by bio- 
chemical, physiologic and psychologic tests. Minor symptoms 
of headache, nasal congestion and dryness of the throat quickly 
disappeared when outside air was breathed. In an atmosphere 
of 5 per cent carbon dioxide and 12 per cent oxygen healthy 
Men are able to maintain an adequate oxygen pressure in the 

ngs and blood and tissues because an increase in pulse rate 
(circulation) prevents a corresponding reduction in oxygen con- 
centration in lungs and blood despite the decrease in ambient 
oxygen 21 to 12 per cent. Consequently, in long exposures to 


QUERIES AND MINOR NOTES 381 


atmospheres of high-carbon dioxide content (5 per cent) it is 
not necessary to maintain the oxygen concentration of the recir- 
culated air at the normal value. Concentrations of carbon dioxide 
much above 5 per cent are not well tolerated. This value appears 
to be a limiting level for healthy young men if exposures are 
prolonged. 

Question 3—Carbon dioxide in excess of 10 or 11 per cent 
induces ataxia and unconsciousness, according to Carl J. Wig- 
gers (Physiology in Health and Disease, Philadelphia, Lea & 
Febiger, 1944, p. 424). 

Question 4—The rate of evaporation of carbon dioxide can- 
not be calculated without additional information. Recording 
the time it takes for a certain amount to evaporate under known 
temperature should give the necessary data. 

Question 5.—It is calculated as 8.2 cu. ft., or 231 liters, per 
pound at a temperature of 20 C. and 760 mm. mercury. 

Occupation and Health, volume 1, of the International Labour 
Office, states that when the content of the air in carbon dioxide 
exceeds 4, 5 or 6 per cent acute symptoms are produced, such 
as difficult breathing, feeling of cold, headache, dilatation of the 
peripheral vessels and loss of consciousness after a short time. 
According to Hill, a proportion of 3 per cent suffices to induce 
decided dyspnea with a slight headache ; if the proportion is 5 to 
6 per cent, the dyspnea is pronounced and accompanied with 
headache and sweating; a proportion of 10 per cent for only a 
minute sets up headache, visual disturbance, tremor and loss 
of consciousness. A proportion of 0.5 per cent, breathed for a 
long time, causes real discomfort according to this publication ; 
the discomfort is more pronounced and rapid in an atmosphere 
containing a proportion of 1 per cent. 


ACUTE HEMORRHAGIC NEPHRITIS 

To the Editor:—\ have seen about 24 patients with acute hemorrhagic nephri- 
tis. Some of these definitely had scarlet fever; some of them had no 
rash. In the latter, usually there was a rather sudden onset with frontal 
headache, occasional vomiting, stomach ache and refusal to eat or drink 
much. Examination reveals temperatures of 102-104 F., moderately red 
throat and sometimes a few suspicious strawberry spots on the tongue. 
The urine initially is normal. in a few days to two weeks, blood casts 
and albumin appear in the urine. Only a few have had elevated blood 
pressure. In many the condition clears up readily and in some rather 
slowly. The initial infection has usually been treated with sulfadiazine 
or penicillin. Some patients were seen late and received no treatment 
other than bed rest. What is your opinion as to the use of aureomycin 
in these cases in (1) the acute stage and (2) after disappearance of fever 
but with urinary observations? What is your opinion of antihistaminics 
a@s a possible preventive of kidney sensitizaton? | feel that the disease 
is definitely a streptococcic infection. 

L. D. Dawson, M.D., Milbank, S. D. 


ANSWER.—An epidemiologic study, of the outbreak described 
might disclose some interesting facts. On the basis of the infor- 
mation presented, there appears to be no scientific reason for 
one’s prescribing aureomycin either in the acute stage or at 
a later period. It does not seem likely that antihistaminics 
would be of value in controlling what seems'to be a streptococcic 
infection. A further study would be required to determine the 
possibility of a virus infection as a factor. 


CHRONIC RASH ON ANKLES 
- 59 year old woman has had a scaling rash on the anterior 
ankles for twenty years. The past history is noncontribu- 
t the patient had a thyroidectomy in 1942 complicated by lar- 
iri Examination 


Marvin N. Winer, M.D., Buffalo. 


ANSwER.—The description of the lesions in this case suggests 
either lichen simplex chronicus or pretibial localized myxedema. 
They can be differentiated with certainty by biopsy, for in 
localized myxedema mucin is present in the subcutaneous tissues. 
The shredding of that portion of the stocking which is in apposi- 
tion to the lesions might be due either to chemicals used for 
topical application or to a combination of mechanical factors, 
such as tears from the scales on the skin or from the stress on 
the hose due to the elevation of the lesions. 
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ATTACK OF UNCONSCIOUSNESS 

To the Editor:—A white man aged 64, who has been hypertensive for several 
years, having a blood pressure of 150 systolic and 100 diastolic up to 190 
systolic and 120 diastolic, had an attack of unconsciousness in his office. 
He had been in good health except for attacks of angioneurotic edema 
affecting the face, lips or extremities; diphenhydramine hydrochloride 
(benadry!®) therapy decreased the frequency of attacks. He had not been 
taking benadry!® prior to onset of unconsciousness. He recovered con- 
sciousness within a half-hour after he was brought to the hospital, 
although he was confused and had loss of memory for recent events for a 
few hours. Blood pressure was 190 systolic and 108 diastolic. The results 
of physical examination were normal except for cardiac enlargement and 
a liver palpable 3 fingerbreadths below the costal margin on deep inspira- 
tion. Eye ground examination showed grade I!!! hypertensive retinopathy, 
with a fresh hemorrhage in the left eye ground at 6 o'clock. The patient 
recovered completely, but severe swelling of the tongue developed and 
later of the lips, beginning on the day after admission. (The tongue had 
been lacerated when the patient collapsed, but o witness stated that there 
had been no tonic or clonic movements.) Tripelennamine hydrochloride 
(pyribenzamine®), 50 mg. four times a day, appeared to alleviate the 
angioneurotic edema. Blood pressure was as low as 130 systolic and 
90 diastolic during his stay at the hospital. The electrocardiogram showed 
diphasic T waves in lead | and lead CR 4. The QRS segment in lead 3 was 
splintered; otherwise the electrocardiogram was within normal limits. 
A sulfobromophthalein sodium test (5 mg. per kilogram of body weight) 
revealed 2 per cent retention at the end of 45 minutes; the result of the 
cephalin flocculation test was negative; the blood cell count, urine, blood 
urea and blood sugar were normal. The patient has been well for one 
month following the attack, the blood pressure varying between 148 
systolic and 100 diastolic and 182 systolic and 100 diastolic. Could this 
episode of unconsciousness have been due to angioneurotic edema, or is 
it more properly diagnosed as an encephalopathy due to hypertension? 

Robert A. Straughn, M.D., Madison, Wis. 


\nswerk.—Possibly the patient had some minor vascular acci- 
dent. This might have been a small, subintimal hemorrhage in 
a cerebral vessel, a small hemorrhage in the adventitia or a small 
hemorrhage into the brain substance. The hemorrhage in the 
left eye suggests the possibility of increased capillary fragility, 
with a possible minute hemorrhage in the brain. It would be 
interesting to do tests for capillary fragility 

With the patient's past history, some allergic response also is 
suggested. Many such central nervous system manifesations of 
allergy have been reported. When there are so many vascular 
manifestations of allergy elsewhere, it is reasonable to suppose 
that they might also happen in the central nervous system. The 
swelling of the tongue and later the lips would substantiate 
such a possibility, as well as the fact that he had had previous 
intermittent attacks of angioneurotic edema. It is obvious that, 
except in the rarest instance, one would not expect to have any 
objective anatomic evidence of an allergic phenomenon in the 
central nervous system. There was no fall in blood pressure, 
and the electrocardiographic changes were too equivocal to indi- 
cate a coronary attack 


ALLERGY, BURPING AND SYPHILIS 
To the Editor:—A woman now 34 in routine examination was found to have 
@ positive serologic reaction. A letter from her previous doctor said that she 
hed been treated for syphilis continuously from Sept. 17, 1938 to March 9, 
1940. She had hod six months’ treatment before she saw me. During 
this period weekly doses of bismuth salicylate were alternated with oxo- 
phenarsine hydrochloride. During 1941 and 1942 she had had two courses 
yeorly of ten doses of bismuth salicylate. At that time she was advised 
to take no further treatment. Her Kahn reactions remained consistently 
positive during all this time, but spinal fluid observations on two occasions 
were normal. When | first saw her she was 69 inches (175 cm.) tall 


3 and weighed 12934 pounds (59 Kg.). Her chief complaint was “gas 
{i burping” for about o year. She said that it was almost impossible to gain 
ei weight although she ate a large amount of food. She is allergic principally 


to house dust. She showed remarkeble response to increasing doses of 
house dust antigen. She has an irreducible amount of allergy symptoms 
and is comfortable with an occ | phenindami tablet and diphen- 
hydramine hydrochloride capsule. Does she require any further treatment 
for syphilis? The results of other laboratory tests are not significant 
except for the following observations: (1) splanchnoptosis of all colonic 
segments, (2) a faint to slight trace of albumin in the urine, (3) 10 to 
mony pus cells per high power field in the urine, (4) moderate numbers of 
active trichomonads in the urine, (5) 82 to 85 per cent hemoglobin, 
(6) 9,700 to 5,800 white blood cells, (7) 1 to 2 per cent eosinophils and 
(8) @ basal metabolic rate of to 11 per cent. Does her allergy influence 
her serologic reaction? Would you suggest another spinal tap? Would 
you suggest a stool analysis for undigested food? 
Harry H. Kay, M.D., Beverly Hills, Calif. 


Answer.—A rise in the quantitative titer of the blood from 
4 units to 20 units in a year is not necessarily an ominous sign 
of syphilitic relapse. The blood should be re-examined at inter- 
vals of six to eight weeks, and only if the titer continues to 
rise progressively should one consider another examination of 
the spinal fluid and more antisyphilitic treatment. Her “allergy” 
and “burping” have no relationship to the syphilis. 


MINOR NOTES 


CHRONIC RHINITIS 
To the Editor:—Please forward information on injections for chronic rhinitis, 
Is there any new drug for this condition? My patient is unable to take 
most drugs orally because of chronic colitis. 
Harold H. Baker, M.D., Rochester, N. Y. 


ANnswer.—Several fatty acid deriva.ves can be employed as 
sclerosing solutions for reduction of *1e swelling of the middle 
and inferior turbinates in chronic hypertrophic rhinitis. These 
sclerosing solutions consist of a 5 per cent solution of sodium 
morrhuate ; a preparation called sylnasol® (a 5 per cent solution 
of the sodium salts of certain of the fatty acids of the oil 
extracted from a seed of the psyllium group) and a 5 per cent 
solution of monoethanolamine oleate. 

The technic of administering the three sclerosing agents js 
essentially the same. According to Thacker (Arch. Otolaryng. 
36: 330 [Sept.] 1942) the injection is made after obtaining 
adequate topical anesthesia of the turbinate to be treated. The 
submucosa is punctured with a long no. 22 hypodermic needle 
and the solution injected as the needle is withdrawn. Not more 
than 0.5 ce. of the fatty acid solution is injected at the first 
treatment. Cotton pledgets should be used to protect the 
mucosa from accidental overflow of the solution. Only one side 
of the nose is treated at a single sitting; the other side may be 
treated after a week has elapsed. 7 


CARCINOMA OF TONGUE 

To the Editor:—Five years ago a 65 year old woman had a small ulceration 
of the lateral border of the mobile portion of the tongue which was elec- 
trocoagulated. She did not complain until five months ago, when her 
family learned she had been hiding an ulceration on the tongue. A doctor 
sent her to the roentgenologist, who gave her a twenty-five doy course 
of roentgenotherapy. She had 2,500 r externally and 2,000 perorally 
(2 mm. of copper, | mm. of alumi distance 50 cm., 220 kilowatts, 
10 milliamperes). The irradiations were given daily, one day externally 
and the other perorally. Her condition did not improve, and the indure- 
tion around the ulceration became larger; the tongue was partially fixed. 
The pain got worse, so that the patient could not take solid food. 
Several doctors in consultation decided that the lesion was not operable. 
Her present condition is good generally, but there is an oval ulceration 
on the lateral border of the free portion of the tongue, 5 by 2 by 1 cm. 
deep. There is induration on the floor of the mouth and half of the 
tongue but no bleeding. The ulceration is rather clean, and the cervical 
nodes are large. 's interstitial irradiation with radium justified in this 
case? Have you any other suggestion? The diagnosis is epidermoid 
carcinoma (spindle cell) grade II! (Broders). 

Haroldo G. Juacaba, M.D., Brazil. 


ANswer.—The prognosis appears hopeless. Interstitial radium 
or radon therapy would add to the patient’s discomfort, would 
not result in a cure and therefore is contraindicated. On the 
hasis of what has been stated, it would appear that more externai 
radiation is possible, with an air dose of about 4,000 to 5,000 r 
through a submental port with the equipment mentioned. Total 
elapsed time for the treatment should not exceed four weeks 
and preferably should be given in about three weeks. The 
metastatic lymph nodes, if not included in this field, may be 
treated separately with up to 3,000 r air dose in a three week 
interval. Good oral hygiene and even treatment with penicillin 
or other antibiotics, either topically or parentally, often relieve 
some of the pain and discomfort due to secondary infection. 


LUPUS ERYTHEMATOSUS 

To the Editor:—Becker (Proc. Soc. Exper. Biol. & Med. 69: 247 (Nov. 
1948) describes inhibition of the Shwartzman phenomenon in animals by 
premedication with nitrogen mustard and benzol and by spray roentger 
irradiation. This is interpreted as an inhibition or depletion by those sub- 
stances of the hypersensitivity of the reticuloendothelial syst Nitreges 
mustard is suggested as a therapeutic agent for several of the “collagen 
diseases. | have a patient with disseminated lupus who is becoming 
progressively worse. What information do you have relative to this new 
approach to this disease? Keith Aull, M.D., Burlingame, Colif. 


Answer.—As far as is known, nitrogen mustard has not been 
used in the treatment of lupus erythematosus dissemmatws. 
Becker’s suggestion that this compound be employed in the 
treatment of this disease was based on the theoretical interpre 
tation of his experiments with nitrogen mustard on the Shwartz 
man phenomenon. A much more promising lead in the treatment 
of lupus and other “collagen” diseases is the use of pituitary 
adrenal corticotropic hormone (ACTH) and cortisone (a steroid) 
employed by Hench and associates of the Mayo Clinic m the 
treatment of rheumatoid arthritis and rheumatic fever. 
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